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INTRODUCTION

The New Disability Category

Traumatic Brain Injury and autism were added as two new separate
disabilities to Public Law 101476, the Individuals with Disabilities Education Act
(IDEA), when President George Bush signed the new law in 1990. The creation of
a separate category for students with Traumatic Brain Injury represents a
significant step toward increased awareness of the educational needs of these
students. Expanding the federal educational mandate to include traumatic brain
injury carries the anticipation of more appropriate educational assessment,
planning, and services for students with head injury. This new category also
presents educators with new challenges in identification, evaluation and

providing appropriate programs to meet the mandates of IDEA.

Most states have adopted the federal Traumatic Brain Injury definition

(Katsiyannis & Conderman, 1994):

“Traumatic brain injury” means an acquired injury to the brain caused
by an external physical force, resulting in total or partial functional
disability or psychosocial impairment, or both, that adversely affects a
child’s educational performance. The term applies to open or closed
nead injuries resulting in impairments in one or more areas, such as
cognition; language; memory; attention; reasoning; abstract thinking;
judgment; problem-solving; sensory, perceptual and motor abilities;
psychosocial behavior; physical functions; information processing; and
speech. The term does not apply to brain injuries that are congenital or
degenerative, or brain injuries induced by birth trauma. §300.7(b)(12)

However, other states, including Idaho, have developed their own. The

Idaho definition of Traumatic Brain Injury reads:




Traumatic brain injury refers to an injury to the brain caused by an
external physical force and resulting in a total or partial functioning
disability or psychosocial impairment, or both, that adversely affects
educational performance. The term applies to open or closed head
injuries resulting in impairments in one or more areas, such as
cognition, language, memory, attention, reasoning, abstract thinking,
judgment, problem-solving, sensory perception and motor abilities,
psychosocial behavior, physical functions, information processing, and
speech. The term does not apply to congenital or degenerative brain
injuries or to brain injuries induced by birth trauma.

(Idaho, 1993, p. I1-27)

In the state of Idaho, for a student with Traumatic Brain Injury to be
eligible for special education and/or related services, the student must:

a. Have suffered a sudden onset of impairment due to direct brain trauma
(skull fracture, contusions, bullet wound, cerebral vascular accident, etc.),
suffered a slow change in cognitive abilities due to a change in medical
status (tumor, encephalitis, etc.), or suffered an anoxic insult to the brain
(cardiac arrest, drowning, etc.) that adversely affects educational
performance; and

b. Have documentation as having a traumatic brain injury by a licensed
physician, including diagnosis and recommendations; and

c. Be assessed as to cognitive functioning, educational strengths and needs,
adaptive behavior skills, speech and language abilities, and motor skills;
and

d. Require special facilities, equipment, or methods to make his or her
educational program effective; and

e. Be certified by a CST as qualifying for and needing special education
services. (Idaho, 1993, p. III-27)

Policy Development

The addition of Traumatic Brain Injury as a new disability category,
coupled with a continuing increase in students who have complex health care
needs being served by our schools, has challenged state and local education

agencies to establish model programs and policies to best serve the needs of these

2 ‘ 7 Traumatic Brain Injuyy




students. Although students with complex health care needs have the same

basic needs of all students, they have additional health care needs that must be

remembered when developing policies:

* the need to be provided with a free appropriate educational program

* the need to be provided with an education in the least restrictive
environment

* the need to have a health care plan as part of their educational program

* the need to be treated as a child first, then as a student, and not as a
patient

¢ the need to interact with other children with and without similar
health care needs (Lehr, Educating, 1990)

State and local policies regarding the needs of students with complex
health care needs should treat the individual as a student with special needs
rather than as a medical patient (Lehr & McDaid, 1993). The special procedures
and/or technological supports required by many of these students can be thought
of as alternative methods that facilitate both good health and learning. “The
point is that we must begin with a view that the child is not sick, but utilizes
health care support, sometimes in the form of technology, to maintain health”
(Lehr & McDaid, p. 6).

New Challenges for School§~

Because of advances in medical technology and care, the survival rate of
individuals who experience a traumatic brain injury continues to increase. But
“survival is not without irony, however,” Gerring & Carney (1992) note, as many
individuals are left with significant educational, psychosocial, communicative,
and/or health needs. Educators thus face challenges they may not have
encountered before. A student who was once healthy and self-sufficient may re-
enter the public school system as a medically fragile stranger who is unable to

walk, talk, or eat without assistance. Another once familiar student may return
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to school with numerous special learning needs. Still another student with no
obvious physical or cognitive deficit may return to school with a strangely

altered personality.

As the incidence of traumatic brain injuries continues to increase with
correspondingly higher survival rates, public school systems face a greater
responsibility to provide a wider range of educational programs both to students
re-entering the school environment and to those who may be temporarily
homebound or hospital bound (Begali, 1987; Ylvisaker, 1991). Along with
medical interventions, educational interventions are among the most
influential factors in the recovery of patients with Traumatic Brain Injury. And
schools have the distinction of being “the most appropriate plac':e for children to
gain reassurance that achievement is possible again—even while being
confronted with enormous new difficulties in thinking, remembering, speaking,

reading or concentrating” (Gerring & Carney, 1992, Preface, p. ix).

Because recovery from a traumatic brain injury may take months or even
years, the student returns to school while his or her recovery is still ongoing.
Therefore, the program and support provided by the school greatly influence
how well the student recovers. Educational programs can offer features that
contribute to recovery such as “a regular schedule, commitment to training, and
systematic building on previous skills” (Mira & Tyler, 1991). The availability of
trained specialists in schools to provide motor, language, and educational
therapies can also enhance recovery. “School work is a central activity for
children, and the routine, structure, and demand for mental activity made upon
students is a critical component of recovery. Support is essential so that there
may be success at-some level . . .. Allowances need to be tempered with
expectations and demands in order to maintain a balance between expecting too

much and not expecting enough” (Rosen & Gerring, 1986).

It is critical that schools assist students with Traumatic Brain Injury by:

1) “evaluating and determining whether they need regular or special classroom
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- instruction, 2) helping them attain the greatest possible degree of independence,
3) facilitating the establishment of positive social relationships, and

4) monitoring progress and changes in the student's needs over time and the
effectiveness of the IEP” (Arizona, 1993).

Planning for students with Traumatic Brain Injury, write Kazuk & Stewart
(1993), “may be no different than planning for all students as the world becomes
more complex in general and teachers move from being information givers to
facilitators and managers of resources which meet individual needs” (p. 5).
These authors further state: “When a commitment is made to meet the
individual needs of each student and to draw on every available resource from a
variety of disciplines to meet those needs, then planning for TBI will not be a
question of setting up unique procedures for a unique category of special
education, but the model for meeting the unique educational needs of all

students, regardless of disability” (p. 5). This article has been reprinted on pages
67 - 70 of Appendix A.

Scope of This Document

This document is intended as both an introduction for educators and a
guide to educational resources published in this field. It is our hope that the
information included in this document will increase awareness and aid

educators 25 they prepare to serve students with Traumatic Brair Injury.

The following section, “The Student With Traumatic Brain Injury,”
introduces the unique characteristics of students with brain injuries that
educators must be sensitive to when planning and implementing an approrriate
educational program. The “Re-entry” section of this document discusses the
student's transition from a rehabilitation setting to the home school and the
comprehensive planning efforts that must take place to coordinate this process.
Evaluation, development of an Individualized Education Plan and Health Care

Plan, and placement decisions are all part of insuring that the recovering student
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makes a smooth re-entry back into school. “Interventions” describes specific
strategies for addressing cognitive and behavioral needs of students with
Traumatic Brain Injury and gives suggestions for educators to create a physical,
social, and psychological environment that is most conducive to optimal
learning for students with Traumatic Brain Injury. Finally, the “Education and
Awareness” section considers ideas to promote awareness and understanding of
Traumatic Brain Injury among students and staff members, including

prevention curricula.

Supplemental information for each of these sections has been appended at

the end of the document.
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THE STUDENT WITH TRAUMATIC BRAIN
INJURY

Traumatic Brain Injury is the leading killer and cause of disability in

children and young adults, a..cording to the National Head Injury Foundation.

Every 15 seconds someone in the United States sustains a head injury; every five

minutes, one of these people dies and another becomes permanently disabled.

A minimum of one of every 550 school-aged children each year will experience a

traumatic brain injury that will result in a long-term disability (Savage &

Wolcott, 1994, p. 9).

Head injury accidents vary in nature with different age groups. The major

hazards for each population are listed in Table 1 below. Twice as many boys as

girls experience traumatic brain injuries, and the greatest number of injuries

occur in middle to late adolescence (Savage & Wolcott, 1994, p. 9). General

characteristics of head injuries sustained during different age periods are

described in Table 2 on page 8 (Mira, Tucker & Tyler, 1992; Oregon, 1991, p. 7).

TABLE 1. Major Hazards for Head Injury to Different Age Groups

TODDLERS & SCHOOL-AGED | ADOLESCENTS &
INFANTS PRESCHOOLERS CHILDREN YOUNG ADULTS
* accidental dropping | ¢ falling * recreational and ¢ motor vehicle
¢ intentional abuse * motor vehicle sports activities accidents
accidents, ¢ automobile-bicycle | ¢ assault
especially if not accidents * recreational and
properly restrained sports activities
by seat belts

Traumatic [ ain Injury
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Table 2.General Characteristics of Head Injuries as Sustained
During Different Age Periods

Preschool

Children who are injured during the preschool years, even those with severe injuries, may
appear to recover fully after the injury. They recover motor and speech skills, and often
teachers and parents expect that they will develop and function normally in subsequent
years. However, these children often develop academic problems when higher order skills

and functions are needed. An IQ may be normal, but the child still has significant academic
difficulties.

Early Elementary School

Early elementary school-age children have developing brains, and injuries producing a coma
of 24 hours or more are likely to produce persistent intellectual difficulties.

While they respond well to school resumption, these children are likely .to have difficulty
as they progress through the grades. They are able to store and recall facts fairly well, but
obstacles arise as they encounter demands for high level cognitive functioning. Even
intelligence test scores may decline.

Early Adolescence

Head injury in early adolescence presents special problems for children and schools.
Although a head injury at this age may not have such profound effects on intelligence as it
does in younger children, the behavioral and emotional effects may be greater. At this age,
students are very concerned about physical appearance and social skills. Head injury
interferes with the developing sense of self. Loss of confidence and feelings of depression may
lead to isolation from peers. Issues related to sexual development and impact of the injury on
future psychosocial functions become important. Psychological counseling is generally needed
for children in the older elementary and early adolescent years. Such counseling may be
required for 2 to 3 years to help the child deal with the multiple psychosocial effects of the
head injury.

If a child sustaining a TBI had behavioral or emotional impairment prior to the injury it is
more likely that subsequent psychosocial adjustment will be significantly impaired.

Adolescence

Sustaining a TBI at adolescence has a significant effect on academic functioning. High school
class work requires complex cognitive and reasoning skills that range from difficult to
impossible for the student with TBI. Another problem may arise because adolescents are
planning their future. The student is looking forward to finishing high school and getting on
with the next step of life, which may mean higher education or a job. The student has been
anticipating leaving high school and gaining independence from family. It is difficult for
the student to accept the need to take time from school to recover from the head injury, or to
delay graduation because of a reduced course load or a shortened day. When there are
sufficient residual deficits to indicate special services within the school, it is better that the
student delay high school graduation to use school services that would not be available after
graduation. This, however, can be a very difficult step for a high school student to consider.

13

Traumatic Brain Injury




When students with Traumatic Brain Injury are compared to students
whose disabilities are caused by congenital complications, clear differences are

apparent, as explained by Savage and Wolcott (1994):

The primary difference is the sudden onset of the injury, which often
disrupts nearly all aspects of the student’s and his or her family’s life.
Although much of the student’s life experience, academic achievement, and
personality often survive such an injury, this sudden intrusion into the
individual’s life leaves the student significantly altered, possibly for the long
term. In many cases, the student is aware of these changes and some of
their implications. The surviving skills and abilities are, in a sense, both a
blessing and a curse. They serve as the basis for rebuilding the student’s life.
At the same time, the sense of “who I used to be” serves as a constant
reminder of the loss that has occurred. In contrast, the student (and parents)

who have “grown up” with impairments that occurred at or before birth

have experienced the limitations of those impairments gradually at each

developmental milestone (p.- 9).

Other unique characteristics of Traumatic Brain Injury include the
following:

1) The severity of the injury is not necessarily equal to the severity of the
disability. What appears to be a minor injury involving a very small pa:t
of the brain can result in a severe disability.

2) A wide range of disabilities can result from a traumatic brain injury.
These can range from mild to severe and affect cognitive, social, and/or
physical functioning. Common deficit areas for students who have

sustained brain injuries include the following:

14
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Cogmitive

¢ Communication and
language

* Memory, especially for
learning new
information

® Perception

* Attention and
concentration

* Judgment, planning,
and decision making

* Ability to adjust to
change (flexibility)

Social and Behavioral

* Self-esteem

¢ Self-control

* Awareness of self and
others

¢ Interest and social
involvement

¢ Sexuality

¢ Appearance and

grooming
¢ Family relationships
* Age-appropriate
behavior

Neuromotor-Physical

* Vision and hearing

* Speed and
coordination of
movement

¢ Stamina and
endurance

* Balance, strength, and
equilibrium

* Motor function

* Speech

¢ Eye-hand coordination

* Spatial orientation

3) Post-injury recovery is dynamic and unpredictable.

Whereas many

individuals experience rapid recovery during the first few months until

they are back to preinjury status, for others primary tissue damage persists

and continues to affect future functioning. Since recovery from a

traumatic brain injury may never be complete, recovery should be

thought of “as a continuum rather than an endpoint” (Mira, Tucker, &

Tyler, 1992, p. 17; Savage & Wolcott, 1994, p. 9 - 10).

10
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Other characteristics of students with Traumatic Brain Injuries that are
unique to this population compared to students with other disabilities include:

v a previous successful experience in academic and social settings;
v/ a self-concept of being normal prior to the injury;

variability and fluctuation in the recovery process resulting in
unpredictable and unexpected spurts of progress;

v/ more extreme problems with generalizing, integrating, or structuring
information;

v/ poor judgment and loss of emotional control, which makes the student
appear to be emotionally disturbed at times;

v/ cognitive deficits that are present with other disabilities but are uneven
in terms of the extent of damage and rate of recovery;

v/ combinations of conditions resulting from the injury that are unique
and do not fall into usual categories of disabilities;

v/ inappropriate behaviors that may be more exaggerated (more
impulsive, more distractible, more emotional, and more difficulty with
memory, information processing, organization, and flexibility);

v learning styles that require a variety of compensatory and adaptive
strategies;

v/ more extreme discrepancies in ability levels; some high level skills

may be intact, making it difficult to understand why the student will
have problems performing lower level tasks;

v/ difficulty becoming independent thinkers;

v/ more severe problems with cause/effect relationships and problem
solving;

v/ reliance on pre-injury learning strategies that are no longer effective;

increased vulnerabiiity to head injuries, particularly during the first
year following the initial injury;

/ a previously. learned base of information which assists rapid
relearning.

(DePompei & Blosser, 1987, Mira, Tucker, &Tyler, 1992; Ylvisaker, 1985)

Traumatic Brain Injury 1y e
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Additional problems that may be experienced by students with Traumatic
Brain Injury are outlined in the NICHCY Fact Sheet reproduced on pages 75 -78
of Appendix B.

This wide range of configurations of cognitive, social, behavioral,
neuromotor, and physical problems that students with Traumatic Brain Injury
may experience requires a highly individualized education program for each
student. However, while each brain injury creates a different profile,. there are
several significant characteristics generally associated with brain injuries which
should be considered when developing educational programming for recovering
students (Colorado, 1991). These include:

* Brain injuries almost always result in slow processing—students will
need more time to accomplish everything.

* The injury will probably affect memory and organizational abilities.
St dents may have difficulty with short and/or long-term memory
and memory may be intact at one time but gone at another. In
addition, memory for newly learned material may be more affected
than memory for previously learned material or for recent events.
Students will need compensatory strategies to help them accommodate
successfully.

* Problems caused by a brain injury may be hidden to casual observers if
the student looks “normal.” Therefore, it may be difficult for others in
the student's environment to understand the need for
accommodations.

* The effects of a traumatic brain injury will result in rapid, erratic
changes in behavior. For instance, a student may have appropriate
classroom behavior one day and inappropriate behavior (which may be
completely beyond his or her control) the next day.

* Effects of a brain injury are long lasting. Although progress is to be
expected, especially during the first five years, the effects of brain
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damage do not go away completely, and it is important to provide
continued support, education and training in compensatory strategies.

* The student's problems are acquired, not developmental. Therefore,
students with TBI will remember how things were before their
accident. This causes feelings of frustration, sadness, depression, and
anger. Ironically, often a brain-injured student may lack the self-
awareness to see the need for compensatory strategies.

(Colorado, 1991, pp. 4 - 5)

Identification

For students who have sustained a severe head injurjf, the diagnosis is
usually clear. If the recommended procedure for re-entering these students is
followed, they will make a smooth transition from a rehabilitative setting to the
school setting with the guidance of a team of professional representatives from
both disciplines. Teachers will be aware of these students’ individual needs and
will be prepared to provide an appropriate educational program and classroom

environment.

But for students who have sustained mild or moderate injuries,
identification may be more difficult. These students may return to school with
or without receiving medical attention and without notification to the school of
the injury. Classroom teachers may be the first to recognize changes in these
students’ learning and behavior patterns (Utah, 1992). “Even a minor injury
may result in both short and long-term disruption to behavior, learning, and
development, so it is critical that professionals be sensitive to possible change
and/or disruption in order to identify the specific needs of the student” (Utah,
1992, p. 4). Since the human brain controls so much activity, there are numerous
ways a head injury may effect a student. Teachers should be aware of possible
symptoms or signs (see Teacher Alert on page 81 of Appendix B) and refer

students for appropriate assessment if a traumatic brain injury is suspected.
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RE-ENTRY

Rehabilitation

Rehabilitation begins while the individual who has sustained a head
injury is still hospitalized. Early intervention by a hospital rehabilitation team
increases the patient’s chances of maximum recovery medically, physically,
cognitively, and psychologically (Oregon, 1991, p. 8). Communication and
coordination between local school districts and the hospital rehabilitation team
can contribute to recovery and a smooth transition back to the student’s home

school. This transition is a process that takes place over a period of time rather

than a one-time event.

For the student to successfully return to school, staff members from both
the education and rehabilitation systems need to share and interpret information
about the student (Savage, 1991). A designated school representative who
assumes the role of case manager can facilitate this process by coordinating clinic-

based with school-based services (Tucker & Colson, 1992).

The hospital environment is a sheltered environment in which services
are often brought to the patient. The school environment, by contrast, is less
sheltered, more confusing, and is focused on education rather than
rehabilitation. For some students, the hospital and education systems may
overlap (Tacoma, 1994). Education staff members may visit the student in the
hospital while he or she is still an inpatient to provide educational services.
After returning to school, the student may still receive medical services as an

outpatient.

R
.
\l/‘)
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Re-entry into School

The student’s transition from the rehabilitation setting to the home school
requires comprehensive planning, structure, and consistency (Oregon, 1991). A
multidisciplinary school team, which may include several school staff members
as well as the stu-ient’s parent(s), needs to work closely with the hospital
rehabilitation team in planning this transition so that continuity in
programming is maintained and the home school becomes a natural extension
of the rehabilitation process.

Blosser & DePompei (1994) recommend a variation of the Map Action
Planning System (MAPS) to help the multidisciplinary school team plan an
appropriate education program for the returning student. The MAPS approach

focuses the team's planning discussion on seven key questions:

O What is the student’s history?

C What are the family’s dreams for the student?

O What are their nightmares?

O Who is the student? (Characterize him or her.)

U What are the student’s strengths, gifts, and talents?
L} What are his or her needs?

O What is the ideal school plan for the student? (Include discussions of
environments, goals, objectives, and activities.)  (p. 420)

Planning a student’s re-entry needs to be a four-way process that considers
the health care setting, educational setting, rehabilitation setting, and the home
setting (Utah, 1992). Rehabilitation and school-based professions should work

together to ensure that:

© the student’s strengths and needs are properly understood;

o flexibility and creativity are brought to decisions about classification,
placement, service mix, and modifications in service over time;

21
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D the student has academic as well as social support;

o significant people in the student’s environment are properly oriented
and trained; and

D the student’s program is effectively monitored and modified as the
student changes and responds to the academic and social challenges
that lie ahead. (Ylvisaker, Hartwick, & Stevens, 1991)

To effectively coordinate all the people and procedures involved in a re-
entry plan, it is helpful to have a case manager who a) serves as a liaison among
school, family, and rehabilitation professionals; b) assures that all are informed
about the student’s progress and needs; c) performs many tasks that assure a
coordinated transition from hospital to school for the student; d) translates
medicai information for educators; e) provides information about Traumatic
Brain Injury to family and educators; and f) coordinates school inservice
programs (Mira, Tucker, & Tyler, 1992).

Although their injuries and resulting disabilities may vary considerably,
all brain-injured students re-entering the school environment have several
common needs. These include structure to provide organization and
reinforcement to the recovering student; flexibility to “strike the best balance”
between academic requirements and necessary accommodations; reduced
demands to match the abilities of the recovering student; supervision to
correspond appropriately with the degree of independent functioning of the
student; and interventions that mect the individual needs of the student
(Gerring & Carney, 1992).

Mira, Tucker, and Tyler (1992) list eight “critical elements” that should be

in place before a student re-enters the school system. These include:

¥ Provisions for the student’s safety

%t A well-informed staff

% Staff and facilities to provide a program of the necessary intensity
W An environment that is sufficiently controlled

% Provision of special equipment
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% Ability to design and implement a behavioral management program to
deal with interfering behavioral deficits

w Knowledge of TBI resources available
% Planned provisions for frequent communication among staff (pp. 45 - 46)

Similarly, these authors list six barriers that can impede successful school

reintegration, including:
* Lack of staff training
Addition of new staff without training
Lack of flexibility in program planning

>
>
** Lack of understanding of the diagnosis of Traumatic Brain Injury
*» Resistance to outside sources of information

>

Unwillingness to begin planning prior to re-entry (pp. 46 - 47)

Staff training should include all school employees who will be involved
in educating the returning student (Mira, Tucker, & Tyler, 1992). This training
should include the following:

# General information about the effects of Traumatic Brain Injury

# The differences between students with Traumatic Brain Injury and
other disabilities

# Specific information about the returning student’s unique medical and
educ 1tional needs (The staff may view videotapes of hospital therapy
sessions to examine the student’s recovery progress.)

Expected long-term problems the student may have

Related services the student may need

Transition techniques for school re-entry

Instructional strategies for students with Traumatic Brain Injury
Scheduling modifications that may be needed (p. 49)

* % ¥ ¥ %

The school re-entry procedure includes five major phases: preplanning,
planning, implementation, evaluation, and reevaluation and adjustment. The

steps involved in each phase are described below.

)
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PHASES OF SCHOOL RE-ENTRY FOR STUDENTS
WITH TRAUMATIC BRAIN INJURY

Preplan

Collaborate with medical facility

Prepare school staff with general information on TBI
Obtain medical and educational histories

Observe student in various contexts

Assess student's performance

Determine what modifications are needed

Assess school's capabilities and staff availability
Prepare staff with specific training on TBI

Form networks of support

Plan

Obtain input fiom parents, teachers, rehabilitation professionals, specialists,
and administrators

Discuss expectations and fears

Discuss student's strengths, gifts, talents as well as needs

Brainstorm a plan

Implement

Take action on the plan

Train non-disabled peers

Observe student’s behaviors, performance, and responses

Associate these with assessment results

Help teachers self-evaluate their own teaching behaviors, strategies, and
procedures

Provide support needed by student with TBI, other students, and staff

Set schedule for evaluating progress

Evaluate

Maintain ongoing evaluation

Obtain data from a variety of sources

Bring in outside resources to assist staff and students where needed
Maintain close contact with family, involving them in all decisions
Adjust plan to accommodate student's changing needs

Reevaluate and adjust

Reprinted from Traumatic Brain Injury: An Educator's Manual
(Oregon Department of Education, 1991, p. 10)
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The multidisciplinary school team needs to consider a number of factors
which may affect the student’s readjustment to school. These include:

M

ical Conditi

Fatigue level

Medication information and
procedures

Emergency information
Bowel and bladder issues
Diet

Skin care

Other

A

mic I

Test data, schedule for frequent
neuropsychological testing (every
6 months recommended)
Inservice for staff on TBI learning
styles

Review of educational program in
rehabilitation setting

Flexible placement that can readily
be changed

Plan to decrease academic load
without sacrificing learning

Other

ial and E ional ncer

Counseling: individual, family,
sexual, support groups

Plan to modify behavior — verbal
and nonverbal cues

Education of peers and staff
Buddy system

Peer activities planning
Videotape to see themselves as
others do

Management of impulsive,
unpredictable, aggressive behavior
Other

Organizational Details

Time schedule for transition, team
meeting schedule

Individual Education Plan (IEP)
Initial attendance — long-term
attendance goals, collapsed
schedule

Length of school day
Transportation to and from school
Movement within school building
Placement in area of the classroom
Choice of “check-in” person
(coordinator of daily activities)
Safety concerns

Bathroom needs

Lunch, recess, and assembly plans
Compensatory tools, organization
systems, student helpers, study
guides, calculators, computers,
adaptive equipment

Personal aide

Other

(Oregon, 1991, p. 9)
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The skills necessary to form and maintain adult social relationships are
developed during adolescence (Papalia & Olds, 1981). Friendships are extremely
important to adolescents striving for independence and status. Adolescents
judge their quality of life and success in terms of social acceptance. Because of '':e
importance of maintaining social relationships during this time in their lives,
Abbot & Wilkinson (1993) recommend that peer inservice and ongoing peer
support be a major component of school reintegration programs for adolescent

students with Traumatic Brain Injury. They write:

With all survivors, but especially adclescents, the focus of rehabilitation
must go beyond its traditional boundaries and address the issues of
normal development in soc:al relationships. Effective rehabilitation for
adolescents must include programming around social relationships
through the continuum of recovery: inpatient programs, outpatient
treatment, and return to school. Specific interventions must be designed
for each therapy to avoid the potential of social isolation as an adolescent
or as an adult. (p. 242)

A Physical Facilities and Planning Checklist for Schools and a Checklist for
School Reentry (Mira, Tucker, & Tyler, 1992) have been reprinted on pages 87 -
89; 93 -95 of Appendix C.

A description of the re-entry process used by Tacoma Public Schools in
Tacoma, WA—including a description of the re-entry team, flowchart of
responsibilities, description of the phases of re-entry, and various re-entry

forms—has been reprinted on pages 99 -116 of Appendix C.

Evaluation
Suc essful reintegration of recovering students into the school
environment requires a comprehensive assessment that evaluates a wide range

of behaviors and cognitive functions and carefully analyzes students’ strengths

and weaknesses.

26
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Assessments should use techniques and procedures in compliance with
federal and state regulations, be multidisciplinary in nature, incorporate a
neuropsychological orientation, and include both formal and informal
evaluations. The assessment should be comprehensive enough to screen for
possible deficits in all of the functional areas cited by federal regulations:
cognition; language; memory; attention; reasoning; abstract thinking; judgment;
problem-solving; sensory, perceptual and motor abilities; psychosociai behavior;

physical functions; information processing; and speech.

A comprehensive list of “Issues for Consideration in Evaluation of Needs
for Students with Traumatic Brain Injury” (Virginia Department of Education,
1992, p. 19), has been reproduced on page 119 of Appendix C. The list includes

evaluation issues in 12 areas of functioning.

Students recovering from Traumatic Brain Injury require a customized
battery of appropriate assessments that identify specific strengths and weaknesses
unique to students with brain injuries. Although experts have identified
evaluative domains relevant to students with brain injuries, no assessment
instruments have been specifically validated for these students, so resuits must

be interpreted with caution (Carter, 1993).

A list of tests commonly used as a part of the Neuropsychological
Assessment Test Battery (Virginia Department of Education, 1992, pp. 91 - 94) has
been reproduced on page 123 - 126 of Appendix C.

Informal evaluations, including interviews with family members and
observations in natural settings, can help create a more detailed picture of the
brain-injured student as an individual (Carter, 1993). The “Trauinatic Brain
Injury Checklist” (Virginia Department of Education, 1992, pp. 60 - 65) may be
used as an informal evaluaticn instrument to assess a student's current
functioning in 13 areas. This checklist has been reprinted on pages 129 - 134 of

Appendix C.
27

22 Traumatic Brain Injury




A comprehensive assessment made close to the time of re-entry ensures
that recommendations for educational placement and programming accurately
reflect students’ individual needs and potential for recovery. An assessment
made before the student re-enters the school environment benefits both the
student and teachers. The student returns to a program that is appropriate for
his or her individual learning needs. Similarly, teachers are aware of both the
student’s strengths and potential areas of learning difficulties and can design a

program to accommodate those needs (Carter, 1993).

Subsequent assessments conducted on a periodic and ongoing basis further
monitor recovery and effectiveness of interventions as the student progresses
(Carter, 1993). Should evaluations indicate that the student is eligible for special
education, an Individualized Education Program (IEP) and, when appropriate, a
heaith care plan tailored to the individual needs and strengths of the recovering
student will be developed. If evaluations show the student is not eligible for
special education and related services under the Individuals with Disabilities
Education Act (IDEA), the student may qualify as disabled under Section 504 a1. *

be entitled to all of the protection and services provided under Section 504.

Individualized Education Plan

The content of the returning student’s Individualized Education Plan (IEP)
should be developed by the student’s multidisciplinary team, including the
student's parent(s), and should “reflect the outcome of a flexible, domain-based
assessment sensitive to neuropsychologic issues” (Oregon, 1991). The individual
program developed for each student should include 1) a continuum of regular
education services, 2) evaluation and determination of services required,

3) identification of appropriate education environments and services within the
public educ:tion setting, 4) maintenance of suitable levels of performance
throughout the academic program, 5) development of the greatest possible

degree of independence, and 6) establishment and maintenance of positive social
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relationships (Utah, 1992). The plan should reflect both the student’s strengths
and weaknesses.

When developing the student’s IEP, the multidisciplinary team should
address the following general questions:

1. What are the current levels of the student’s cognitive functioning?

2. How has the brain injury affected the student’s language, motor skills, self-
concept, social development, and academic achievement?

3. Given the student’s current needs, what is the most appropriate service
delivery system?

4. What are realistic goais for the student?

5. How can the school, family, and community provide sound support for
optimum recovery? '

6. What residual physical or medical problems are likely to interfere with
functioning in the educational setting?

7. How can residual physical problems be addressed?
(Mira, Tucker, & Tyler, 1932, p. 53)

The IEP must, according to federal law, identify the current level of
educational performance in all areas affected by the student’s disability and must
reflect annual goals and short-term objectives. “The goals of the IEP need to be
flexible, open-ended, monitored, and reviewed to ensure appropriate reentry and
development” (Oregon, 1991, p. 27). The IEP must also state the specific service
provisions, the specific special education and related services to be provided, the
projected amount of each service instruction and duration of services, the
evaluation procedures to measure/monitor progress, the student’s participation

in regular classroom programs, and the schedule to monitor progress (Oregon,
1991).

Individualized Education Plans “should be built upon an appreciation for
the multidimensional nature of TBI and a clear delineation of the specific
cognitive, behavioral, physical, psychiatric, and psychological needs of the
individual student” (Bureau of Education, 1993, p. 31). In addition to academic

AN
da
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and behavioral needs, students with Traumatic Brain Injury may need to include
life skills goals in the IEP to help them relearn how to independently perform

activities of daily living such as dressing, eating, and toileting.

When developing the IEP, several other considerations need to be determined

and, if necessary, modified to assure a successful re-entry of the student. These
include:

U The physical layout of the school and physical organization of the
classroom;

QO Provisions for the student’s safety;

O

A well-informed staff and adequate facilities to provide appropriate
programming; .

QO Provisions for frequent communication among staff members;

O

The ability to design and implement an appropriate behavior
management program,;

U  The student’s schedule, which should consider fatigue and medication
issues as well as content and timing of course load;

O

An aide or peer buddy to provide the student with assistance;

O

Adaptive equipment which may aid the student to become more
autonomous and successful;

U Related services identified and integrated into the student’s
individualized program. (Bureau of Education, 1993; Oregon, 1991)

For secondary students, the IEP should include goals for transition from
public education into post-secondary educational opportunities and work
experiences. The rehabilitation continuum for secondary students with
Traumatic Brain Injury should include vocational assessment, counseling, job

training, and career development planning (Bureau of Education, 1993, p. 155).

The recovery path of individuals who have sustained traumatic brain -

injuries is rarely smooth and continual; rather, it is often erratic and
unpredictable. Students with traumatic brain injuries often experience rapid

recovery spurts, sudden plateaus, and phases where information once learned

. . . M) -
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appears to have been forgotten. Recovery is thus a process, not an event.
Therefore, IEP reviews may need to take place more often than once a year.
“The goal always should be to assist the student with TBI to progressively move
toward a less restrictive environment as the student continues to improve”
(Oregon, 1991, pp. 27 - 28). The Utah Guidelines for Serving Students with
Traumatic Brain Injuries (1992) recommends that initial IEPs for returning
students be written on a short term basis (4 - 6 weeks) and that the student be re-

evaluated frequently during the first year of recovery.

Related services such as medical services, school health services,
communication therapy, occupational therapy, physical therapy, and assistive
technology devices such as calculators, tape recorders, positioni'ng equipment,
augmentative communication devices, and computers may be needed by
students who are recovering from traumatic brain injuries and should be
specified in the IEP (Oregon, 1991). A discussion of related services published as
a special issue of the NICHCY News Digest (1991) has been reprinted on pages
137 - 160 of Appendix C.

Virginia's Guidelines for Educational Services for Students with
Traumatic Brain Injury (1992) recommends the guidelines below when

developing Individualized Education Programs for students with Traumatic

Brain Injury.

Specific goals and objectives need to be directly related to the student’s
assessed needs in the IEP. The IEP may include:

1) A statement of the student’s ability to:
- hear, see, and feel;
- manipulate objects, draw and write appropriately;
- maintain balance and perform hand-eye coordination activities;
- repeat information immediately, retain information, sustain
concentration, and endure the test session; and
- efficiently process information of a verbal or nonverbal nature.
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(continued...)

2) A statement of the student’s ability to:
- provide appropriate expression based on articulation, syntax,
phonology, pragmetaic and semantic language;
- understand time concepts and sequential temporal information; and

- understand visual spatial relationships and metrically integrate
material.

3) A statement of the student’s present level of intellectual and educational
performance. This statement includes intrascale and interscale test scatter.
Also included is a statement of the student’s applied and abstract
reasoning skills, learned vs. novel information, and verbal/visual motor
output skills vs. performance on tasks minimizing these demands.

4) A recommended practice for the development of short-term goals and
instructional objectives is frequent reviews during the first year post-
injury (1-, 3-, 6- and 12-month abbreviated re-evaluations), and annual
reviews thereafter.

5) Specific special education and related services for all students as needed,
to include:

- specific special education service schedule (i.e., type of delivery model
and amount of special education services needed);

- the position of the person responsible for delivery of services;

- classroom modifications /accommodations for students with deficit
processing or output;

- date the IEP was developed, initiation date, and duration of services;
and

- statement of the student’s (a) participation in Family Life Education
curriculum, literacy testing, or standardized testing, and (b) need for
special testing accommodation in situations.

6) Timely review of IEP.

7) Appropriate observations and procedures for evaluating short- and long-
term goals. '

8) Placement based on justification as the least restrictive environment
appropriate.

(pp. 26, 28)

A small percentage of brain-injured students remain in a coma-like

condition with multiple disabilities. These students need an IEP tailored to their
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unique needs. Sensory stimulation is recommended for these students in order
to prevent deterioration in information processing abilities. Because their
responses to stimulation are usually qualitative instead of quantitative, it is
important to monitor reactions of these students carefully and to keep ongoing
records of observations in order to identify optimal sensory modalities, preferred
times of the day, preferred therapists, and/or favorite activities (Gerring &
Carney, 1992). “In designing a program for these students, professionals must
consider not only what services to provide, but also how to balance the students’
activities to their specific needs in order to enhance optimal response to their

environment” (Gerring & Carney, 1992, p. 135).

I re Pl

Similar to the Individualized Education Plan, a health care plan specifies
the ways in which an individual’s health care needs should be met (Lehr &
McDaid, 1993). Although the specifics may vary, Palfrey, Haynie, Porter, Bierle,
Cooperman, & Lowcock (1992) recommend that each health care plan include the
following;: |

a brief health history

* a specification of special health care needs

¢ a statement of the baseline health status

* a description of the medications and special dietary needs

* the transportation requirements of the child’s special equipment needs

* a description of possible problems and interventions and emergency
plans for both school and transit

* documentation of contact with the local fire department, EMT services,

and emergency rooms

In the development of health care plans, particular «..ention should be
paid to emergency procedures relating both to the student’s disability as well ac
possible school emergency situations (Lehr & McDaid, 1993).
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If the student requires certain health care procedures, these should be
communicated in writing. Additionally, ongoing communication regarding the
effectiveness of the plan is critical, as is the observation, recording, and
communication regarding the student's health status. Information shared

between home and school should be shared on a frequent and systematic basis.

Although professional opinions vary on who among school staff
members should be responsible for certain procedures, there is consensus that
these individuals “should be competent and that training should be provided to

a range of personnel to develop different levels of awareness and skill” (Lehr &
McDaid, 1993).

Palfrey, et al. (1992) recommend two types of staff training—general and
child-specific. General training for all staff members should be designed to
demystify the student’s health care needs and to provide sufficient information
for all staff members to be prepared to respond to emergencies. Child-specific
training should focus on staff members who will actually implement health care

responsibilities. Training should be provided by qualified health care

{professionals.
J

The Medically Fragile Child in the School Setting (American Federation of
Teachers, 1992) includes a section entitled “Guidelines for the Delineation of
Roles and Responsibilities for the Safe Delivery of Specialized Health Care in the
Educational Setting” that specifies the roles and responsibilities of various
personnel involved in the provision of specialized health care, from the
perspective of professional practice. The document also outlines several
strategies for classroom preparation for the care of a student with complex health
care needs, including accessibility, medication, appropriate equipment, classroom

furnishings, emergency procedures, and privacy.

Utah Depariment of Education's Guidelines for Serving Students with
Special Health Care Needs (1992) includes an appendix of sample forms that can

4 b)
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be used to coordinate the educational programming for students with special

health care needs, including a Health Care Plan, Health Care Plan Log, and
Health Care Plan Checklist. The Health Care Plan form has been reprinted on
page 163 - 164 of Appendix C.

Placement

After the IEP has been developed, the student's placement can be
determined. The placement decision may include one or a combination of
several options within this continuum:

* A regular classroom program with support services, modifications, and
supplemental aids

* A regular classroom program with resource room support for part of
the school day

* A self-contained special education program with regular classroom
participation for part of the school day

* A totally self-contained special education classroom

* Home or hospital-based tutoring

* Community or state school placement (Oregon, 1991).

As the student returns to the school environment, a gradual
reintroduction may use a combination of placements. For instance, the student
may be placed in the regular classroom with support for half days, combined
with home tutoring several times weekly as an interim step toward full-day
participation at school. Many students will need extended school year

experiences to maintain continued progress.

The small percentage of individuals with Traumatic Brain Injury who
remain in a coma-like condition, with significant physical and cognitive
impairments and other sensory deficits, may be served in their homes, nursing
homes, hospitals, or in schools, depending upon their individual strengths and

needs.
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INTERVENTIONS

The quality of the educational program offered to students who have
sustained traumatic brain injuries can be critical to their recovery potential. The
New York State Traumatic Brain Injury: Guide for Educators (1994) recommends
that four major educational approaches be considered for students with

Traumatic Brain Injury to address cognitive, behavioral, social, and academic
skills:

©

Teaching new skills and concepts;

* Teaching a student to use compensatory strategies;

* Making modifications to the environment to assist a student to
compensate for losses in physical and cognitive abilities; and

* Making modifications in teaching approaches. (p. 37)

Telzrow (1987) identifies ten characteristics of a “quality educational
delivery system” for students with Traumatic Brain Injuries. These

characteristics are;

D Maximally controlled environment D> Integrated instructional therapies
> Low student-teacher ratio 0> Simulation experiences
D Intensive and repetitive 0> Cueing, fading, and shadowing
L Emphasis on process > Readjustment counseling
> Behavioral programming > Home-school liaison
(pp. 542 - 544)

Gloeckler & Simpson (1988) describe three aspects of the educational
environment that interact with one another: the physical environment, the
social environment, and the psychological environment. Based upon this

description, Blosser & DePompei (1994) make the following suggestions <o
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educators trying to create a physical, social, and psychological environment most

conducive to optimal learning for the student with Traumatic Brain Injury:

© Identify aspects of the environment that will restrict a student’s learning

or pose barriers (physically, auditorially, visually).

0]

Eliminate or modify barriers and decrease distractions.

©

Convey a sense of order by structuring and manipulating the classroom

environment physically and visually to facilitate organization and

identification of learning activities and materials (e. g. post due dates and

schedules, using simple directions, codes and numbers).

® Consider the student’s location in relation to the teacher’s usual teaching
position.

© Permit ease of movement and promote clear traffic patterns by carefully
r.anning seating and furniture arrangements.

© Make teaching resources, materials, and equipment available and

accessible. (p. 424)

Teachers can establish a positive psychological environment in the
classroom by warmly accepting students as individuals, clearly relaying
expectations and goals to students, responding fairly and consistently to student
behaviors, and engaging students in meaningful learning tasks. Teachers who
promote a warm, friendly, sharing, and accepting social environment help
students establish and maintain relationships with their peers (Blosser &
DePompei, 1994, p. 424).

Modifications and adaptations to the learning environment will need to
be made to meet the special needs of the returning student. Those modifications
may include changing the teaching mode, modifying the school setting, adapting
instructional materials, and/or using special strategies to provide additional
support to the student with special needs. Sample checklists for modifying the

elementary and secondary classroom to better meet the needs of students with
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Traumatic Brain Injury have been reprinted on pages 169 & 173 of Appendix D
(Oregon, 1991, pp. 29 - 30).

Rhein & Farmer (1994) have developed eight guidelines for interventions,
which they refer to as a “developed mind set that needs to be in place before
specific strategies can be implemented.” These guidelines are:

1. Choose techniques that are simple to implement.

2. Utilize to the fullest any ancillary personnel, such as occupational
therapists and speech therapists, available.

3. Request a full comprehensive evaluation of the student and information
from the rehabilitation program as to what strategies have and have not
worked. |

4. Recognize the uniqueness of each student.

5. Schedule weekly review sessions with students to evaluate how well
interventions are working.

6. Realize that the development of strategies and their effective use is an
ongoing process and is most successful when presented within a team
approach.

7. Acknowledge that success with higher level activities can only be achieved
through the mastery of lower level skills.

8. Encourage family involvement, so that the strategies developed for school

activities can also be incorporated into the student’s home routine.  (p. 1)

Specialists in the field of brain injuries recommend interventions that
address specific cognitive and behavioral needs. Rhein and Farmer (1994).
caution that each of the following deficit categories is “not an jsolated area, but
rather a component of a complex learner whose educational success will only

occur through integration” (pp. 1).

A list of recommended interventions that address cognitive and

behavioral needs follows.
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A portion of Oregon's Traumatic Brain Injury: An Educator's Manual
(1991) entitled “Serving the Student with TBI” outlines possible deficits,
behaviors, and teaching strategies for students with traumatic brain injuries.
This section has been reproduced on pages xxx of Appendix D. A similar section
of Virginia's Guidelines for Educational Services for Students with Traumatic
Brain Injury (1992) outlining “Observable Behaviors and Strategies” has been
reproduced on pages 177 - 184 of Appendix D.

New York State's Traumatic Brain Injury: A Guidebook for Educators
(1994) divides intervention approaches into three areas: Compensatory
Strategies, Environmental Modifications, and Instructional Modifications.
Examples of these have been reproduced on pages 209 - 212 of Appendix D.

Waaland (1991) lists four program areas—Scheduling, Instructional
Strategies, Assistive Device, and Social/Behavioral Interventions—and suggests
interventions that address issues, problems, and deficits in each of these area.

This chart has been reproduced on pages 215 - 216 of Appendix D.
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EDUCATION AND AWARENESS

As the incidence of Traumatic Brain Injury continues to rise, education
and prevention efforts are ongoing across the country on both district and state
levels in order to increase student awareness of prevention of Traumatic Brain

Injury and to train educators to work more effectively with students who have

sustained brain injuries.

State Efforts

Utah's Guidelines for Serving Students With Traumatic Brain Injuries
(1992) makes a number of recommendations for State Education Agencies and

Local Education Agencies to increase awareness and understanding of Traumatic

Brain Injury among staff members as well as students. Among those

recommendations are the following:

0O Developing educational materials and programs for noninjured
students to increase their understanding and acceptance of classmates
who have experienced Traumatic Brain Injury but also to increase their
knowledge of prevention strategies to reduce the risk of Traumatic
Brain Injuries for themselves and others;

Q0 Making an educator’s guide to Traumatic Brain Injury available to all
school staff members;

Q Offering training programs on Traumatic Brain Injury to school staff
members;

U Developing an awareness program to train teachers to identify students
who may have sustained an untreated Traumatic Brain Injury and
refer those students for assistance;

QO Providing inservice training to schoci districts regarding Traumatic
Brain Injury, its consequences, prevention strategies, and educational
implications and assisting school districts in developing procedures to
provide inservice training to all district personnel; and
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Q Maintaining a roster of qualified presenters and trainers on Traumatic
Brain Injury issues;

 Making educational and support programs available to parents of
children who have sustained Traumatic Brain Injuries;

0O Developing a parent’s guide to help increase awareness and knowledge
of educational options for students with a Traumatic Brain Injury;

O Informing health care providers about the educational needs of
students with Traumatic Brain Injuries;

O Developing and maintaining, with the assistance of public libraries, a
clearinghouse of educational resources on Traumatic Brain Injury for
parents, teachers, and the public;

U Developing public service announcements in collaboration with
parent groups and head injury associations to increase the level of

awareness in the community and provide programs to help prevent
Traumatic Brain Injury;

L} Assembling and training a Head Injury Team in each school district to

serve as a resource whenever a student with Traumatic Brain Injury is
identified in the school district;

Q Disseminating updated information on Traumatic Brain Injury to all
institutions training future educators;

O Encouraging universities to include Traumatic Brain Injury
information in courses about disabilities; and

QO Initiating changes in teacher certification to include curriculum
regarding Traumatic Brain Injury. (pp. 7 - 12)

In their survey of special education directors, Katsiyannis & Conderman
(1994) found that 37 states offer technical assistance to local education agencies
(LEAs) on Traumatic Brain Injury, and 23 states that indicated their state
departments offer training to LEAs on the same issue. The training topics most
frequently addressed are identification, assessment, programming, and full
inclusion practices. Arizona, Florida, Kentucky, Montana, Rhode Island, and
Virginia have developed technical assistance manuals. New York, Oklahoma,
and Connecticut offer primary technical assistance through regional centers.
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Other states have entered collaborative agreements with other state agencies and

private institutions and/or clinics to assist LEAs.

An in-service training project underway in Oregon is training educators to
be consultants to other educators on Traumatic Brain Injury (Training on TBI,
1995). Funded by a U. S. Department of Education grant, the TBI Inservice Project
provides training to teams throughout the state to promote effective educational
practices for students with Traumatic Brain Injuries. The one-year training
period includes information about Traumatic Brain Injury; interventions for
behavioral, academic, and social outcomes; consultation skills to facilitate
collaboration among school personnel and foster positive parent/ professional
interactions. Once teams are trained, they provide consultation and inservice
training to other school personnel in their regions. (For additional information
about the TBI Inservice Project, contact Bonnie Todis, 99 W. 10th Ave., Suite
337C, Eugene, OR 97491, (503) 345-0593).

The state of Kansas has also developed a statewide model of preservice and
inservice training for educators and parents in the area of Traumatic Brain

Injury. The primary purposes of the project are:

1. To develop and field test inservice and preservice training modules,
including diagnostic and teaching methods, curricular materials, and
resource linkages;

2. To train a regional cadre of educational personnel to serve as inservice
providers and consultant/resource persons for local education agency staff
and parents; and

3. To create a system for ongoing preservice and inservice training and
dissemination of the TBI training model after the project has been

completed.
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This federally funded, five-year project is a collaborative effort between the
Kansas State Department of Education and the Department of Special
Education/University of Kansas. Educational and medical staff of the Children's
Rehabilitation Unit University Affiliated Program and the University of Kansas

Medical Center are serving as staff and resources for the project.

Kansas is a large state which is predominantly rural, and implementation
of statewide inservice training requires a regional network capable of providing
human and technological resources. Regional Area Education Service Centers
have indicated their willingness and interest in participating in the provision of
training for regional and local educational personnel and parents. An
interactive video system, which will allow distant teaching, consultation, and
supervision of practica, is in operation in the Area Service Centers of the most

rural areas of the state.

For more information concerning this state project, contact the Special
Education Office, Kansas State Department of Education, 120 East Tenth Street,
Topeka, KS 66612-1103, (913) 296-3869.

District Efforts

A number of school districts are incorporating educational and prevention
programs into their curricula. These programs are designed to increase
children's perceptions of the severity of brain injuries and their own
vulnerability, to help students gain a better understanding of cause-effect
relationships and the rationale for safety principles, and to enhance the
perception that injuries can be prevented and that safe behavior is smart
(Richards, 1992).

A typical elementary curriculum entitled Preventing Injury: A Safety

Curriculum is based on principles and approaches of child development, early
&0
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childhood education, and prevention psychology. The curriculum's operating

assumption is that if awareness of catastrophic injury can be established early in
children's lives, as well as knowledge of ways to avoid such injury, they will age
into the high-risk age category (15 - 24 years) with better formed attitudes, beliefs,
and appropriate behavioral strategies concerning behaviors that can lead to
injury. The curriculum includes eight units: Spinal Cord and Brain Injury
Awareness, Motor Vehicle Safety, Pedestrian Safety, Bike Safety, Playground and
Recreational Sports Safety, Preventing Falls, Weapons Safety, and Water Safety
(Richards, 1992). Programs aimed at elementary school students strive to help
students develop safe habits while they are young before behavioral patterns

become increasingly more difficult to change as children reach adolescence.

The School Injury Prevention Resource Guide (Brackett, 1992) describes
resources that may be used by educators to address injury prevention in their
classrooms. Curricula are included that are especially designed for elementary,

middle school, and high school students. These cover a broad range of
prevention issues, including skills for injury prevention (pedestrian safety,

playground safety, bicycle safety), stopping violence, and managing anger.

REFERENCES

Brackett, C. (1992). School Injury Prevertion Guide. (ERIC Document
Reproduction Service No. ED 366 894).

Richards, J. S. (1992). Preventing injury: A safety curriculum. Santa Cruz, CA:
ETR Associates. (ERIC Document Reproduction Service No. ED 358 076).

Utah State Office of Education. (1992). Guidelines for serving students with
Traumatic Brain Injuries. Salt Lake City: Utah Department of Education.

b1

Traumatic Brain Injury 51




INTERNET RESOURCES

Title: Emory Center for Injury Control
Address: http://www.emory.edu/WHI/cichome.html

: The Emory Center for Injury Control is a collaboration of Emory's
schools of Public Health and Medicine. The center's clinical partner is the Grady
Hospital Trauma Center. The broad-based Center for Injury Control is involved
in research, community service, and education with emphasis on prevention.

Title: Fact Brochures
Address: http://www.sasquatch.com/tpn/brochures.htmi
Description: Brain Injury: Prevention IS Worth a Pound of Cure but Sometimes

It Happens Anyway! is a brochure that includes brain injury statistics as well as
signs/symptoms. It focuses on prevention steps that can be taken.

Title: Ohio Valley Center for Head Injury Prevention and Rehabilitation
Address: http://rmstewart.uthscsa.edu/cemeasel5.html

Description: The Ohio Valley Center is located at Ohio State University in the
Department of Physical Medicine and Rehabilitation. The center develops and

distributes model programs of prevention, acute care, and rehabilitation for
individuals who have had Traumatic Brain Injuries.

Title: The Perspectives Network

Address: http://www .sasquatch.com/tpn/

Description: The Perspectives Network, Inc. is an international tax-exempt, non-
profit organization founded by a survivor of acquired brain injury in 1990. As
evidenced by the services its offers, TPN's primary focus is communication
between survivors, family members/caregivers/friends, professionals and
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community members in order to create positive changes and enhance public
awareness and knowledge of acquired brain injury.

TPN services include:

* The TPN Magazine including Current On-Line Issue
¢ Computer Forums

® Survivor Identification Cards

¢ Peer Communication Networks

¢ Fact Brochures

* Lending Library & Topical File Archives

* Brain Injury Empathy Experience Workshops

¢ Frequently Asked Questions (FAQ)

* Resources: Books, Publications, Periodicals, Videos
* Information/Material Request Form

* Support Groups (Searchable by City)

¢ Additional Internet ABI/TBI Resources

Title: Technical Assistance Center Serving Southwest Virginia

Address:
http:/ /infoserver.etl.vt.edu/coe/COE_admin/labs&centers/tac/tac_p.html

Description: The Technical Assistance Center for Students with Severe
Disabilities (SD TAC) provides assistance to teachers and school personnel in
southwest Virginia serving students who have been identified as autism, dual-
sensory impairments, traumatic brain injury, visual or hearing impairments,
severe to profound cognitive impairments, as well as students who have
orthopedic impairments or multiple handicaps. Services include on-site
consultations, workshops, long-term planning with school divisions, and an
information and referral services to educators. The SD TAC has a lending library
covering a wide range of topics of interest to individuals who teach, assist or
support students with severe disabilities. Additionally, the library offers the use
of assistive technology devices and software.

Title: ABI/TBI Information Project
Address: http://ns.sasquatch.com /tbi/Welcome.html
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Description: In conjunction with the TBI- SPRT E-Mail List and ABI/TBI Gopher,
this area is dedicated to providing information on brain injury without
preference to any particular person, thought, theory or belief. Information is
provided about the TBI-SPRT e-mail list and how to subscribe. The site also
includes selected articles pertaining to Traumatic Brain Injury and topical
discussion archives which may be searched by keywords.

Title: Acquired Brain Injury Forum
Address: http:/ /aztec.asu.edu/abi/welcome.html

Description: This forum is for the Acquired Brain Injury (ABI/TBI) Community
of Arizona. It is being hosted by The Perspectives Network whose logo appears at
the top of the page. In this forum you will find regional information regarding
the Arizona Head Injury Foundation, the various support groups they sponsor
as well as national information and resources.

Arizona resources include:

* Arizona Head Injury Foundation (AHIF)

* Support Groups

* An ABI/TBI Discussion Group can be found in the AzTeC SIG area.

* National Resources

» The Perspectives Network (TPN) On-Line

* Frequently Asked Questions (FAQ)

* Resources: Books, Publications, Periodicals, Videos

* The ABI/TBI Information Project Gopher

* An international ABI/TBI Newgroup called TBI SPRT can be found in
the AzTeC SIG area.

Title: Injury Control Resource Information Network
Address: http:/ /www.pitt.edu/~hweiss/injury.htm

ion: ICRIN is a dynamic list of Internet accessible resources broadly
related to the field of injury research and control. The resources are in the form
of clickable hyperlinks to other sources and documents somewhere on the Net.
New users may want to look at the ICRIN slide show that presents an overview
of the structure, content, and benefits of this site. Contents of ICRIN include:

o Traumatic Brain Injury 55

ERIC b4




¢ TFederal Agencies (U.S.)

¢ Data and Database Sources

¢ Data Standards

* Journals, Bibliographies, and Desk References

¢ Education and Training

¢ Conferences and Meeting Announcements

* Injury Specific Resource

¢ Recent Research

¢ Injury Prevention Research Centers

¢ Grant Opportunities and Information

¢ Professional and Other Organizations

¢ Related Discipline Links

¢ Safety Products (commercial)

* Software and Related Research Tools (available through web browsers
and FTP)

¢ Other Injury Related Internet Resources (lists, newsgroups, BBS, E-
mail)

* Searches (places to conduct key word searches for Internet resources)

* Neat Stuff (innovative uses of the WEB with possible applications to
Injury Control)

¢ Feedback (E-mail a comment to the author about ICRIN)
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INTRODUCTION

As a result of changes in the Individuals with Disabilities Act
made by Congress in 1990 (P.L. 101-476) and 1991 (P.L. 102-
119), special education systems throughout the country are
formulating plans to address the newly added category of
"traumatic brain injury” (TBI), also referred to as head injury
and traumatic head injury. TBI is defined in the new
regulations as "an acquired injury to the brain caused by an
external physical force, resulting in total or partial functional
disability or psychosocial impairment, or both, that adversely
affects a child's educational performance...”

In the past and also currently. students with TBI have been
considered a low-incidence population. However, because of
advances in emergency medicine and in neurological assessment
techniques. increasing numbers of children with TBI are being
identified each year. It has been estimated that annually 1 child
in 500 receives an injury serious enough to cause lasting
problems (Krause, Fife, & Conroy. 1987). Rivera and Mueller
(1986) have estimated that 3% of students will have a head
injury by age 15. Also, it is widely noted in the literature
regarding childhood injuries that traumatic brain injury is the
primary cause of death and disability among youth in the United
States today (Waaland. 1990). The injuries primarily result
from motor vehicle crashes, falls. abuse, violence and sports

related or pedestrian accidents.

In planning for this growing population, school systems are
faced with challenges which are unique to this category of
disability and much different from those faced with cther special
education categories. From the definition of TBIL to
identification, classification, placement and delivery of services,
the planning process is likely to become bogged down with
issues which have not been addressed with previous disabilities.
The purpose of this paper is to delineate the major issues so that
(a) further research can be done more expeditiously and (b)
realistic expectations can be established for how quickly and
effectively special education departments can respond to the
changes in the statues.

ISSUES

The following issues underlie many of the more specific
questions and concerns which arise during the planning process.

N [ A £ A LA N b a4 * id val .
Consequently. it is difficult to describe a typical case, crzate a
standard curriculum, or predict what outcomes are likely to
occur. When a head injury occurs, the brain bounces back and
forth against the inside of the skull causing diffused damage to

Q

74 67




brain tissue. brain stem, and to various cognitive, behavioral,
sensonimotor and physical functions. The damage is unique in
every individual depending on where and how hard the head is
struck. It is extremely difficult to access the amount of
permanent damage to the brain or to predict long-term resulting
disabilities. Age, preinjury characteristicz, developmental stage.
family reactions, assessment and treatment techniques are
additional factors adding to the problems (Waaland, 1990).

Complicating the matter even further is that individuals with
brain injury often remember how they were before the trauma,
so that a number of secondary emotional and psychosocial
problems can occur in addition to the original injury. This is
not usually present in children with congenital disabilities
(Tucker & Colson, 1992).

Finally. a brain injury is often classified, particularly in medical
models, as being mild, moderate or severe and educators may
assume this can predict the outcome of resulting disabilities.
However, these categories represent various neurological
sequelae based on information collected in the acute care
seting. They can be most inaccurate if used to indicate
potential for school-related problems since students with mild
brain injury can experience mote disabling problems in the long
run than those who were classified as having severe injures
(Savage. 1991).

It is easy to see from the above factors that planning for TBI is
really planning for a complicated, interacting set of
sensorimotor. cogaitive, social/behavioral and family problems
which uniquely manifest themselves in every student and cannot
be encompassed adequately in any one disability category.
Establishing educational criteria for this category is an
extremely difficult chalienge.

2. Recovery and performance of students with TBI js a
dynamic and ynpredictable process. While other special
education students are usually neurologically stable with
strengths and weaknesses which might be relatively predictable,
students with a TBI can change neurologically at a fairly rapid
pace for weeks, months or even vears following retun
(Ylvisaker. Hartwick, & Stevens, 1991). Also, in some cases.
problems can arise months or vears after the initial injury as the
student gocs through developmental stages and is confronted
with more complex intellectual and social tasks (Telzrow,
1991). Therefore, assessments should be made often (i.e.. every
6 to 12 weeks) rather than at six months or one year intervals as
is the usual practice.

Educationai needs of a student with TBI may cross categorical
or grade-level lines or require a combination of home-based and
school-based programs including the regular classroom and
other special education settings. The requirements for
noncategorical programming may not be unusual for some
school systems. But for most educational planners, the extent,
frequency. and uniqueness of individualized program formats

which must be created or adapted for students with TBI. are
particularly challenging problems.

3. Assessment of students with a TBI usually requires
I hich traditionally | bes { by school
psychologists or other educational specialists. Traditional

assessmexis usually consist of 1Q tests and evaluation of sduca-
tional or academic perfcrmance and perceptual motor skills.
These tests, however, are not sensitive to neuropsychological
needs of TBI students. Therefore, many students with TBI
perform adequately on school assessment measures, but have
significant leaming and adjustment problems. Conversely,
students may score exceptionally low on school assessment
measures and perform quite well in class (Telzrow, 1991).

Assessment for TBI programming should document and
describe neuropsychological functioning. Neuropsychology is
a specialty arca of psychology which focuses on the relationship
between brain function and behavior. Neuropsychologists who
are experienced in evaluating children or school psychologists
who are trained in this area should be utilized to provide assess-
ments which are essential for developing interventions. These
individuals may be located through the nearest medical school
or rehabilitation facility or by calling the National Head Injury
Association in Washington D.C., which also has chapters in
most states.

As with other special education categories, evaluations of
students with TBI should be multidisciplinary including the
expertise of professionals such as occupational and physical
therapists, speech-language pathologists, nurses, teachers, and
social workers. But. perhaps more than in any other category,
evaluations should include a functional analysis obtained from
natural school environments and nonacademic settings
(Telztow, 1991). Observations from classroom teachers, social
workers, and others who interact with the student throughout the
day can be as valuable as standard evaluation tools in assessing
the student's abilities. Contextual assessments should also
include family input, family reactions to the injury, and general
family characteristics which Waaland (1990) reports have a
strong, direct relationship to school adjustment. However,
measuring and interpreting these aspects of the student's
experience, particularly as it changes during various stages of
recovery, adds a dimension and challenge to the assessment and
planning process which most schools have rot previously faced.

4. Programming for a student with a recent and serious TBI
requires cross-disciplinary planning between educational and
medical models. Transitioning from a biophysical environment
at a hospital to a psychodynamic snvironment at school is a
critical step in the student's recovery that needs to be carefully
coordinated with the family, school, and rchabilitation
professionals (Savage, 1991; Ylvisaker, Hartwick, & Stevens,
1991). Most school systems do not have processes in place for
this type of planning to occur. Therefore. new models and
procedures for successful integration need to be established,
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using newly formed, home-school-hospital teams. School
personnel need to be trained in serving this population and in
translating medical information into an educational context. On
the other hand, rehabilitation therapists neex! to understand what
educational planning requires and how to provide information
and support services within an educational environment.

Ideally, specialized transitional classrooms would be available
to bridge the gap between hospital and school during the post
acute care period when recovery is characterized by rapid
change. They would be staffed by specially trained educators
and rehabilitation staff who would plan for and manage the
needs of children who do not need intensive medicai services
but who are not ready to return to school. These ciassrooms do
exist in a few school systems and private rehabilitation facilities
in the country; however, most communities are faced with the
challenge of planning for transition without special TBI re-entry
classrooms. Consequently, short and long-term planning and
coordination must take place to ensure cross~lisciplinary
communication, information exchange, and the availability of
follow-up ard support services during the time students need
combined medical and educational programming.

5. Determining the number of children to be served is a
confusing task with significant §nancial implications. Because
information on neurological functoning and appropriate
assessment procedures traditionally have not been utilized by or
available to school personnel in most school systems, many
students have been misidentified or classified incorrectly.
Consequently, when numbers of students needing services are
based on the number of students currently classified with TBI,
the problem may be significantly under-represented. Also, the
changing nature of TBI described above may result in students
needing special services long after the time when parents and
school personnel believe the child to be fully recovered. This is
particularly true of mild and moderate cases in which symptoms
did not appear to be serious at the time of the injury. School
systems must decide how and whether these individuals will be
sought out or included in the numbers to be served. They must
also decide whether to include children who have acquired brain
injuries which were not a result of an external blow to the head
(e.g.. infections, brain tumors, strokes) but who often need the
same support and special education needs.

Determining the number of children to be served is not only a
challenge for educational planners but for administrators as
well, since the financial implications can be overwhelming.
While schools may be abie to work with insurance companies
and other third-party payors to share the medical costs of
individuals who are identified, the cost of both short-term and
long-term neurologically based rehabilitation programs and
services can be prohibitive for many school districts. It will be
necessary for medical and education professionals and
administrators to work together creatively to assure that the
needs of the students with neurological dysfunctions are being
met and that all parties are appropriately sharing the costs as the

law requires.

FUTURE

The numbers of students with TBI can be expected to increase
with continued advances in technology improving survival rates.
At the same time, identification procedures, intervention
techniques, educational approaches, and assistive technology
services are also expected to improve.

The Decade of the Brain, as former President Bush named the
1990's, is upon us and information and knowledge about the
brain and its functions changes almost daily. The new field of
cognitive science is a growing, multidisciplinary area which is
producing an entirely new body of knowledge to be used as a
source of information for education and rehabilitation
professionals (Lucas, 1992). To the educational planner this
means the entire field of traumatic brain injury (like the injury
itself as it affects each individually) is a "moving target" so to
speak — in a state of growth and change. While this may lead
to exciting breakthroughs in cognitive research and
rehabilitation, to the pragmatic planner it means that the task is
not one of merely leaming new information and developing
applicable curriculum and programs, but of establishing
processes and procedures to accommodate change. This will be
done through a tremendous amount of teamwork among
rehabilitation professionals, education specialists, the family,
and, where appropriate, the student. Most importantly, it will
be done through cross-disciplinary understanding and exchange
of information resulting from coordination and planning in the
wider community far beyond the walls of the school building
itself.

In summary, planning for students with TBI may be no different
than planning for all students as the world becomes more
complex in general and teachers move from being information
givers to facilitators and managers of resources which meet
individual needs. Students with TBI need integrated,
interdisciplinary, individualized programming which is basically
what all students need. When a commitment is made to meet
the individual needs of each student and to draw on every
available resource from a variety of disciplines to meet those
needs, then planning for TBI will not be a question of setting up
unique procedures for a unique category of special education,
but the model for meeting the unique educational needs of all
students, regardless of disability.
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 TRAUMATIC BRAIN'INJURY

Definition

The regu!lations for Public Law 101-476, the Individu-
als with Disabilities Education Act (IDEA), formerly the
Education of the Handicapped Act, now include Trau-
matic Brain Injury (TBI) as a separate disability category.
While children with TBI have always been eligible for
special education and related services, it should be easier
for them under this new category to receive the services to
which they are entitled.

Traumatic Brain Injury (TBI) is defined within the
IDEA as an acquired injury to the brain caused by an
external physical force, resulting in total or partial func-
tional disability or psychosocial impairment, or both, that

adversely affects a child’s educational performance. The -

term applies to open and closed head injuries resulting in
impairments in one or more areas, such as: cognition;
language; memory; attention; reasoning; abstract thinking;
judgment; problem-solving; sensory, perceptual, and mo-
tor abilities; psychosocial behavior; physical functions; in-
formation processing; and speech. Theterm does notapply
tobrain injuries thatare congenital or degenerative, or brain
injuries induced by birth trauma. (U.S. Federal Register,
57(189), September 29, 1992, p.44802)

Incidence

TBI is the leading cause of death and disability in
children and adolescents in the United States. The most
frequentcauses of TBI arerelated tv motorvehicle crashes,
falls, sports, and abuse/assault. More than one million
children sustain head injuries annually; approximately
165,000 require hospitalizawion. However, many students
with mild brain injury may never see a health care profes-
sional at the time of the accident.

Characteristics

The National Head Injury Foundation calls TBI “the
silent epidemic,” because many children have no visible
impairments after a head injury. Symptoms can vary greatly
dependingupon the extent and location of the brain injury
HOwever, impairments in one or more areas (such as
cognitive functioning, physical abilities, communication,
or social/behavioral disruption) are common. These im-
pairments may be either temporary or permanent in nature
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and may cause partial or total functional disability as well as

psychosocial maladjustment. Children who sustain TBI

may experience a complex array of problems, including;

*  Physical impairmenis: Speech, vision, hearing, and other
sensory impairment; headaches; lack of fine motor
coordination; spasticity of muscles; paresis or paralysis
of one or both sides; seizure disorders; and balance and
other gait impairments.

*  Cognitive impasrments:  Short- and long-term memory
deficits, impaired concentration, slowness of thinking,
and limited attention span, as well as impairments of
perception, communication, reading and writing skills,
planning, sequencing, and judgment.

*  Psychosocsal, bekavioral, or emotional impasrments: Fa-
tigue, mood swings, denial, self-centeredness, anxiety,
depression, lowered self-esteem, sexual dysfunction,
restlessness, lack of motivation, inability to self-moni-
tor, difficulty with emotional control, inability to cope,
agitation, excessive laughing or crying, and difficulty
relating to others.

Any or all of the above impairments may occur to
different degrees. The nature of the injury and its atten-
dant problemscan range from mild to severe, and the course
of recovery is very difficult to predict for any given student.
It is important to note that, with early and ongoing thera-
peutic intervention, the severity of these symptoms may
decrease, but in varying degrees.

Educational Implications

Despite the high incidence of TBI, many medical and
education professionals arc unaware of the consequences of
childhood head injury. Students with TBI are too often
inappropriately classified as having learning disabilities,
emotional disturbance, or mental retardation. As a result,
the needed educational and related services may not be
provided within the special education program. The des-
ignation of TBI as a separate category of disability signals
that schools must provide children and youth with access to
and funding for evaluations in all areas related to the
traumatic brain injury, including (if appropriate) health,
vision, hearing, social and emotional status, general intelli-
gence, academic performance, communicative status, and
motor abilities. The information gathered through these
evaiuations will assist the school and parents in developing
an appropriate individualized education prograta (IEP).
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' TRAUMATIC BRAIN INJURY

While the majority of children with TBI return to
school, their educational and emotiona! needs are likely to
be very different than they were prior to the injury. Al-
though children with TBI may seem to function much like
children born with other handicapping conditions, it is
important & recognize that the sudden onset of a severe
disability resulting from trauma is very different. Children
with brain injuries can often remember how they were
before the trauma, which can result in & constellation of
emotionaland psychosocial problems not usually presentin
children witk congenital disabilities. Further, the trauma
impacts family, friends, and professionals who recall what
the child was like prior to injury and who have difficulty in
shifting and adjusting goals and expectations.

Therefore, carcful planning for school re-entry (includ-
ing establishing linkages between the trauma center/reha-
bilitation hospital and the special education team at the
school)is extremely important in meeting the needs of the
child. It will be important to determine whether the child
needs to relearn material previously known. Supervision
may be needed (i.e., between the classroom and restroom)
as the child may have difficulty with orientation. Teachers
should also be aware that, because the child’s short-term
memory may be impaired, what appears to have been
learred may be forgotten later in the day. To work con-
structively with students with T'Bl, educators may need to:

* Provide repetition and consistency;

* Demenstrate new tasks, state instructions, and pro-
vide examples to illustrate ideas and concepts;

*  Avoid figurative language;

* Reinforce lengthening periods of attention to appro-
priate tasks;

*  Probeskill acquisition frequently and provide repeated
practice;

* Teachcompensatory strategies for increasingmemory;

* Be prepared for students’ reduced stamina, and pro-
vide rest breaks as needed; and

» Keep the environment as distraction-frce as possible.

Initially, it may be important for teachers to gauge
whether the child can follow one-step instructions well
before challenging the child with asequence of two or more
directions. Often attention is focused on the child’s dis-
abilities after the injury, which reduces self-esteem; there-
fore,itis important o provide opportunities for success and
to maximize the child's strengths.

Resources

Begali, V. (1992). Head inpury in children and adolescents: A resource
and review for school and allied professionals (2nd ed.). Brandon,
VT: Clinical Psychology Publishing Company, Inc. (Tele-
phone: 1-800-433-8234.)

Cutler, B.C.(1993). You, your child, and “special” education: A gusde
to making systems work. Baltimore, MD: Paul H. Brookes Pub-
lishing Co. (Telephone: 1-800-638-3775.)

Gerring, P.J., & Carney, }.M. (1992). Head trauma: Strategies for
educational reintegration. San Diego, CA: Singular Publishing
Group, Inc. (Telephone: 1-800-521-8545.)

Lash, M. (1992). W/xenyourduldgoeszos:ﬁoo/afztranm/my Boston,
MA: Exceptional Parent Press.

National Rehabilitation Information Center. (1992). Traumatic
brain snjury: A NARIC resource gusde for people with TRI and their
Jamilies. Silver Spring, MD:Author. (Telephone: 1- 800-227-
0216.)

Savage, R.(1988). Aneducator’s manual- What educators need to know
about students with TBI. Washington, DC: National Head
Injury Foundation, Inc. (See address below.)

Tucker, B.I., & Colson, S.E. (1992). Traumatic braininjury: An
overview of school re-entry. Intervention in School and Clinic,
27(4), 198-206.

Organisations

National Head Injury Foundation

1776 Massachusetts Avenue, NW, Suite 100
Washington, DC 20036

800-444-6443 (Family Helpline); 202-296-6443

Epilepsy Foundation of America
4351 Garden City Drive, Suite 406
Landover, MD 20785
301-459-3700; (800) 332-1000

THINK FIRST Foundation
22 South Washington St.
Park Ridge, IL 60068

(708) 692-2740
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Informacién General Sobre
LESION CEREBRAL

Definicién

Las regulaciones de 1a Ley Piiblica 101-476, ¢l Actapara
la Educacitn de los Individuos con Discapacidades (IDEA),
anteriormente el Acta para la Educacién de los Impedid s
(EHA), ahora incluye la Lesién Cerebral ccmomnwcgoru
sparie. Los nifios con Lésion Cercbral sxemrme han siGo
considerados elegibles para recibir los servicios a los cuales
tienen derecho, pero bajo esta nuevs categoria el proceso seré
mis ficil.

La Lesi6n Cerebral se define en IDEA como una herida
adquirida por 1 cerebro, 1a cual es causada por alguna fuerza
ffsica externa que resuits en una discapacidad funcional total
o parcial o un impedimento psicolégico, 0 ambos, que afectan
adversamente el rendimiento académico del nifio. El término
se aplica & las heridas abiertas y cerradas, las cuales resultan
en impedimentos en una o m4s reas, taies como ia cognicidn;
idioma; memoria; atencién; razonamient; ¢l pensamiento
abstracto; criterio; la solucién de problemas; las habilidades
sensoriales, motrices, y de la percepcién; el comportamiento
psicosocial; las funciones fisicas: el procesamiento de
informaci6n; y el habla. El término no se aplica a las lesiones
cerebralescongénitas odegenerativas, 0 alasheridascerebrales
inducidas por trauma durante el parto. (Federal Register,
57(189), septiembre 29, 1992, pig. 44802)

Incidencia

Las lesiones cerebrales son la principal causa de la muerte
y discapacidad en los nifios y adolescentes en los Estados
Unidos. Las m4s frecuentes causas de las lesiones cerebrales
son los accidentes automovilisticos, las cafdas, los deportes, y
el abuso o asalto. Cada afio, més de un milléa de nifios
experimentan lesiones cerebrales; unos 165,000 requieren
hospitalizaci6n. Muchos alumnos con lesiones cerebrales no
ven a un profesional cuando ocurre el accidente.

Caracteristicas

La organizacién National! Head Injury Foundation ha
calificado las lesiones cerebrales como "la epidemia
silenciosa," porque después de 1a herida, muchos nifios quedan
sic impedimentos visibles. Los sintomas pueden variar
dependiendo de la gravedad y ubicacién de 1s herida. Sin
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embargo, los impedimentos en una o m4s dreas (1ales como el
funcionamiento cognoscitivo, las habilidades ffsicas,
comunicacion, o desorganizacién social o de 1a conducta) son
comunes. Estoe impedimentos pueden ser tempordneos o
permanentes, y pueden causar discapacidades funcionales
totales 0 parciales, adem4s de mal ajuste psicosocial. Los
nifios que hayan experimentsdo una lesica cercbral pueden
exhibir una variedad de problemas, incluyendo los siguientes:

¢ Impedimenios fisicos - el habla, visién, audicion, u
otro impedimento sensorial; dolores de cabeza; falta
de coordinacién motriz; espasticidad delos misculos;
paresis o parfligis en uno 0 ambos 1ados del cuerpo;
desdrdenes o ataques de apoplejfa; e impedimentos
en el balance o en ¢l modo de andar.

* Impedimenios cognoscitivos - déficit de la memoria;
debilitacionss en la concentracién; pensamiento lento;
atencién limitada; impedimentos en 1a percepcién,
comunicacién, y destrezas para leer y escribir,
planificacién, i6gica, y juicio.

« Impedimentos psico-socioemocionales y de la
conducta - fatiga, mal humor, contradicciones, el
egocentrismo, las ansiedades, depresion, autoestima,
disfuncitn sexual, inquietudes, faita de motivacion,
dificultades con el control emocional, la inhabilidad
para hacer frente a los problemas, agitaciones, risa o
llantos excesivos, y falta de habilidad pararelacionarse
con los demis.

Cualquier o todos de estos impedimentos pueden ocurrir
adiferentes niveles. Lanaturalezade laherida y los problemas
que la acompafian pueden variar de leve asevero, yel cursode
larecuperacida es dificil de predecir. Esimportante notar que,
a través de la intervencidn terapéutica, temprana y contfnuz,
laseveridad de estos sintomas puede disminuir, peroa diferentes
niveles,

Efectos ea la Educacién

A pesar del alto fndice de lesidn cerebral, muchos
profesionales en los campos de la medicina y educacién no
estén al tanto de las consecuencias de las lesiones cerebrales
que ocurren durante lanifiez. Los alumnos con lesion cerebral
quedan equivocadamente calificados como nifios con
problemas de aprendizaje, trastornos emocionales o retraso




mental. Como resultado, es posible que los servicios
educacionales o servicios relacionados no sean provistos
dentrodel programade educaciénespecial. Ladesignaciénde
lesi6n cerebral como categorfa aparte indica que las escuelas
deberfan proveer a los nifios y jévenes el acceso a fondos para
evaluaciones neuropsicolégicas, educacionales, y del habla e
idiomna, entre otras necesarias, para desarrollar un programa
educacional individualizado (IEP).

El hecho de que el nifio se haya recuperado lo suficiente como
para regresar a la escuela no quiere decir que el pifio haya
recuperado toda su capacidad anterior alaherida. Aunquelos
nifios con lesion cerebral pueden demostrar una conducta
similar a la de los nifios que hayan nacido con otro tipo de
condicién o discapacidad, es importante reconocer que los
efectos repentinos causados por el trauma son muy diferentes.
En muchos casos el nifio con lesién cerebral puede recorgar
como era antes del trauma, lo cual puede resultar en muchos
probiemas emocionales y psicosociales, diferentes a los que
t{picamente se encuentrar en los nifios con discapacidades de
orfgen congénito. Ademds, el trauma puede impactar sobre la
familia, amigos, y profesionales que recuerdan como era el
nifio antes de laherida y que pueden tener dificultad al cambiar
Yy ajustar sus metas y expectaciones.

Entonces, pars satisfacer las necesidades del nifio es muy
importante planificar cuidadosamente su regreso a laescuela.
También serd importante determinar si el nifio necesita aprender
de nuevo la materia que estudi6 previamente. Es posible que
¢l nifio necesite supervisién (pans ir desde el salén de clases
hasta el bafio, por ejemplo), ya que puede tener dificultad para
orientarse. Los profesuces deben estar al tanto de cémo la
memoria del nifio puede quedar impedida, todo lo jue
aparentemente haya aprendido en un dfa puede olvidirsele
mis tarde. Para trabajar constructivamente con alumnog con
lesién cerebral, los educadores deberdn:

* Darle al alumno oportunidades para repetir y un
ambiente consistente;

* Enseflar y demostrar nuevos trabajos, darle
instruccién, y proveer ejemplos para ilustrar ideas y
conceptos;

*  Evitar ¢! uso de expresiones figurativas;

*  Animar al alumno a medida que vaya mejorando su
concentracién;

» Explorarcon frecuencia la adquisicién de habilidades
y proveer oportunidades para la prictica;

»  Enseflar estrategias compensatorias para aumentar 1a
memoria;

» Estarpreparado para la falta de vigor que es tfpico de
ios alumnos con lesida cercbral y proveer perfodos de
descanso como sea Decesario; y

*  Mantener el ambiente libre de toda distraccién.

X Para mayor Informacién contacte a NICHCY.
(&

Es posible que al principio los profzsores tengan que medir si
el nifio puede seguir instrucciones simples antes de darle
instrucciones complicadas. A veces se enfoca toda la atencién
en las discapacidades del nifio, 10 cuwal puede reducir su
autoestimacién; por lo tanto, es importante aumentar las
oportunidades para el éxito y llevar hasta el méximo las
potencialidades del nifio.

Recursos

Begali, V. (1992). Head injury in children and adolescents:
A resource and review for school and allied professionals
(2nd ed.). Brandon, VT: Clinical Psychology Publishing.

Gerring, PJ., & Camey,].M. (1992). Headtrawma: Strategies
Jor educational reintegration. San Diego, CA: Singular
Publishing Group. (Teléfono: 1-800-521-8545.)

National K shab¥litation Information Centar, (1902), Traumoric
brain is_ vry: A NARIC resource guide for people with TBI
andtheir ramilies. Silver Spring, MD: Autor. (Teléfono: 1-
800-227-0216. Se habla espafiol.)
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TEACHER ALERT, 1

Head Injury? Difficulty at School?
The Two May Be Related!

Children who have sustained even "mild" head injury, often experience learning or behavioral
changes which may last for various lengths of time. Further, there is not a great deal of research
on mild head injury as experienced by children. In general, it is assumed that the kinds of
problems which are well documented for adults will be similar for children. In the past, some
experts had expressed opinions that children may be somewhat more likely to "recover” more
completely or that symptoms may resolve more quickly. Others have postulated that a better
outcome may be expected when the level of knowledge and skills is well developed. There is no
definitive answer. There seems to be general agreement, however, that teachers can be invaluable
in identifying and supporting children who have difficulties relating to traumatic injury to the
brain,

Some Complaints Teachers Might Hear

dizziness
headache
feeling tired
can't see right
can't remember

. 6 8 8«

Some Behaviors Teachers Might Notice:

* attention deficiency/failure to sustain concentration and or/activity

poor short-term memory (literally not able to "remember from one minute or day to the

next")

more time is needed to process informaticn and respond to questions

tiredness, especially after tasks which involve concentration and centinuous attention

excuses to avoid such tasks or activities

anxiety (may show up as fast, agitated speech, ie.)

emotional swings and disinhibition (may include giggling, laughing, crying inappropriately

and/or talking out of turn, etc.)

* an undesirable change in peer relationships (subtle behavioral changes may be noticed first
by other students; isolation or teasing often follow.)

* achanged attitude or performance from pre-injury levels

L]
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New York State Head Injury Association
855 Central Avenue
Albany, NY 12206
(800) 228-8201
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APPENDIX{ B
Physical Facilities and Planning
Checklist for Schools
Classroom and Halls
____ Are floors of nonslip material?

Are water fountains located on each floor?

Does the student:
_____ Have to change classes?

____ Have to change levels? (Specify appropriate options—
elevator, ramps, stairs with handrails.)

_____ Need to be dismissed early to avoid hall traffic?
_____ Participate in recess?
____ Need a rest period at school? (Specify length and location.)

____ Carry and manage his or her own books? (Specify person who
assists.)

Require preferential seating?

Restroom
Does the student:

Need assistance in caring for bowel/bladder needs? (Specify
appropriate procedures and person who assists.)

Have an accessible, private place available for toileting?

Have bowel/bladder accidents? (Who assists? Where can
extra clothing be kept at school?)

_____ Need help with clothing?
~ ___ Need L:lp with physical access to toilet?
_____ Need adaptive equipment (e.g., raised toilet seat, grab bars)?

_____ Have adequate time for attending to toileting needs?

Cafeteria
Does the student:

Have access to the cafeteria?

68
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102 APPENDIX B

Have a special diet or diet supplement? (Specify diet restric-
tons. Specify who supplies special foods.)

Have ability to manage food tray and eat independently?
(Specify person who assists and the needed adaptive eating
equipment.)
Gym
Does the student:
_____ Have ability to participate in physical education classes?
____ Need adaptive physical education?

_____ Need modified sports equipment?

School/Student Awareness

Have all appropriate school personnel been briefed or trained
regarding the student’s medical condition and needs?

Have classmates and other peers been informed or trained
about medical or behavior needs?

_____ Have emergency procedures been defined? Tested?
Does the student:

Have an adult advocate at school?

_____ Exhibit behavior that might be dangerous to himself/herself
or others?
Medical
Does the student:

_____ Take medicire at school? (Specify procedures, storage loca-
tion, person who administers dosage.)

_____ Take medication producing side effects?
_____ Take medication that affects school performance?

_____ Have a history of or current episodes of seizures? (Specify
personriel and procedures trained to intervene.)

____ Wear braces or splints, or use assistarce for walking?

Need humidifying/suction or other equipment for trachea
tube care?

- s o
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APPENDIX B 103

Equipment
Does the student:

— _ Need other adaptive equipment at school?

Computer, adaptive hardware, adaptive software
Typewriter, braillewriter

Adaptive seating: seat insert, lap tray, standing table
Augmentative communication: communication board,
headstick, mouthstick, other

Adjustable desktop

Specia!l paper: wide spaced, raised lines, colored lines
Special pencils, pen

Squeeze scissors

T

Transpertation and Parking

_ Are walking surfaces between bus and building of nonslip
material?

___ Are curb cuts between bus and building conveniently
located?

Are there obstacles (manhole covers, ventilation grates)
between parking lot and school building?

_____ Has transportation facility been informed of schedule, and
where to pick up and drop off student?

Who accompanies student on bus?

Does the student:
__ Use regular bus service?
_____ Use alternative transportation? (Specify alternative.)

___ Need special transportation? (Specify needs—hydraulic chair
lift, preferential parking.)
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Checklist for School Reentry. (1992). In M. Mira, B. Tucker, & J. Tyler (Eds.),

Traumatic Brain Injury in children and adolescents (pp. 105 - 107).
Austin: PRO-ED.
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APPENDIX C
Checklist for School Reentry

Things To Do During the Acute Care Phase

Step 1

Rehabilitation medicine consultation with hospital psychology and/or
education departments for psychological/ neuropsychological testing
and education evaluation and planning assistance.

Step 2

Psychology/education personnel from the hospital- review student/
patient’s chart, visit patient and family, and check patient and chart
daily to determine readiness for appropriate standardized tests and
informal assessment.

Get appropriate consent forms signed by parents

_____ Exchange information with school

_____Include school attendance, achievement, and anecdotal records
Send hospital records that are relevant to future education
planning and programming

_____ Schedule first testing session if appropriate

_____ Give family an information packet with materials to inform
them of educational needs of students with TBI and support
group contacts

Arrange to videotape student in therapy sessions (tapes may
be edited and used later by parents or teachers to facilitate
school reentry or document progress)

Step 3

Someone from the hospital should telephone or visit school after
parent signs consent forms.

Discuss student’s current condition and estimated time until
hospital release

__ Discuss arrangements for home™ound teaching, if appropriate

Discuss tentative sequence of events for school reentrv, tech-
niques for managing reentry, and resources that may be needed

32
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Schedule school representatives’ hospital visit with student;
alsc schedule time for them to meet physicians and rehabilita-
tion therapists

Inform school personnel of dates, times, and locations of hospi-
tal team meetings and planning conferences; make arrange-
ments for their attendance

Step 4

Arrange a time and date to conduct inservice for teachers and
support personnel; explain considerations in reentry planning

Step 5
Request a written summary for the school

Summary should describe the student’s injury, course cf treatment
and recovery, and recommendations for meeting the student’s edu-
cation needs by modifying the education program and school
environment.

Recommendations may include:

_____ School-based occupational, physical, or speech therapy
Counseling—peer group, academic, behavioral, vocational
_____ Planning for emergencies—physical or behavioral problems
____ Medication and dosage schedules

—_ Transportation

___ Equipment—wheelchair, oxygen, augmentative communication
___ Adaptive physical education

_____ Ways to promote positive self-image and peer interaction

____ Ways to manage apathy, impulsivity, disinhibition, altered
judgment

— Ways to minimize family stress

_____ Ways to capitalize on relative academic strengths

Ways to minimize or remediate relative academic weaknesses
Ways to increase attention, concentraticn, organization

______ Evaluation/assessment intervals
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Timing for team meetings to discuss progress—when to moni-
tor, evaluate, and reprogram

School'’s liaison with other agencies—vocational rehabilitation,

social services, hospital, rehabilitation physicians, community
support services

Most appropriate educational service delivery option—
resource, self-contained, mainstream, homebound, shortened
school day

Inservice program for school personnel or resources for
obtaining inservice training




Tacoma Brain Injury Re-entry Team. (1994). Welceme to a new world.
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A PRESENTATION BY:
TRAUMATIC BRAIN INJURY RE-ENTRY TEAM

TACOMA PUBLIC SCHOOLS
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TRAUMATIC BRAIN
INJURY
RE-ENTRY TEAM

TACOMA PUBLIC SCHOOLS

The Tacoma Public Schools' Traumatic
Brain Injury Re-Entry Team has been
established to focus on the unique needs
of school aged youth who have had
traumatic brain injuries. The team is
made up of school district personnel
from the following disciplines:
administration, classroom instruction,
psychology, physical therapy,
occupational therapy, communication
disorders, social work and transition.
Each discipline brings expertise to the
team which allows for the development
of an educational strategy which best
fits the needs of the individual student.

The team participates in staffings with
personnel fro.n medical facilities,
formulating plans for the student to re-
enter the school sysiem, consulting
with serving schools in developing and
implementing the IEP goals, and re-
evaluating the ever-changing needs of
the students. Techniques and strategies
have been developed to assist students
and their families make the transition
from medical facilities to schools.

An intake process has been developed to
assist the team in collecting pertinent
information for the design of an

appropriate program and placement for

100

the student. This information is used to
determine options for the student which
may include: complete integration into
his’/her home school with consultation
services from the team, complete
integration into the typical school
program, shortened days, support
services, or special education support.

The team serves students whose
residual effects from their injury range
from mild to severe. These students
enter the school system from hospitals,
care facilities and their family homes.
The individual student presents & unique
set of issues which are addressed in a
variety of ways. The kinds of services
vary from consultation to direct
instruction and therapy. To date, the
team has provided service for twenty-
five students in the past six years.

For further information &contact:

Richard C. King
Program Administrator
Special Education
Tacoma Public Schools
(206) 596-1054
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Tacoma Public Schools
Traumatic Brain Injury Team
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PHASES OF RE-ENTRY INTO SCHOOLS

PHASE 1:

- Hospital staffing - information gathering

- Development of plan to integrate into school
setting '

PHASE 2:

- Entry iiito school setting

- Implementation of plan
- classes/therapies
- re-evaluation of plan

- On-going education and integration into
the educational setting

PHASE 3:

- Community integration
- community access/leisure activities
- WOrk experience
- work training

- Post-secondary schooling

Residential options
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A: In most school districts, the
contact person would be the

Special Education Administrator or
his/her designee. In some

QQ: Who do you contact in the school
district when a student has had a
head injury and needs to return to

school? '
instances the school principal or
school nurse may be the first to
know of the injury, but it is
important that the Special
Education Administrator be
contacted so support services can
be provided to the student at the
time of re-entry into the schools.
In the Tacoma School District, the
contact person is:
Richard C. King
Program Administrator
Special Education
(206) 596-1054
Q: What resources are available in the A: School districts should be able to
school district? provide specially designed

educational programs to fit the
needs of the student. This program
may include specific support
services designed to help the
student be successful in the
educational environment. These
needs are identified through a
process of referral, review of
pertinent information (including
medical, pre-injury school records,
psychological reports, etc.)
assessment and a decision of the
multidisciplinary team (MDT).
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Q: what is different in the
expectations of the hospital
environment and the school
environment?

A:

161

The hospital environment is a
sheltered environment for the
person who has sustained a brain
injury - uncrowded hallways, one to
one therapy, choices are made for
the patient as to appointments, and
so on. The services provided in this
environment are designed to be
rehabilitative in nature, and are
often brcught to the patient.

The school environment, on the
other hand, is less sheltered, more
confusing, and is focused on
education rather than rehabilitation.
The student is expected to function
in an environment where there are
many other students, longer days,
crowded hallways, recess time, bus
riding, decision making and
expectations that they can change
and adapt rapidly throughout their
schedule. Accommodations such as
shortened day, different class
passing times, classes with fewer
students, etc. can make the

re-entry into the school setting a
little easier.

For some students, the two systems
may overlap. Education personnel
may go to the hospital while the
student is still an inpatient and
provide educational services, and
after the student returns & school,
they mav receive medical services
as an outpatient.




Q: What kind of community resources A: There are many supports available

are available for students and for persons who have sustained a

tamilies? brain injury and their families. The
most common are Division of
Developmental Disabilities (DDD),
Division of Vocational
Rehabilitation (DVR), and
Supplemental Security Income (SSI).
Some of these agencies (DDD and
DVR) are limited in their services
by funding, and therefore, must be
pursued as soon as possible after
the injury.

Support groups for the person who
has sustained the brain injury, as
well as their families, are available
in many communities.

Washington State Head Injury
Foundation and the National Head
injury Foundation are excellent
resources for information.

Parents Are Vital in Education
"(PAVE) is an excellent resource for
supports in working with and
understanding the school system.
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Q: Who are the most important people

in helping the student be successful
in the schoo! environment?

103

A: The people who are the most

important in making the transition
from the hospital to the school, then
from the schools into the
community are the student and
their family. Others can play
important roles in helping the
person with the brain injury, but the
constants in the person's life are
their families and themselves. |t is
important for support people to
remember this and to assist in the
development of advocacy skills for
both the families and the individual.




MATTERS TO CONSIDER

- Letter to parents from the District coordinator offering direct
services and/or consultation upon notification of student's injury.

- Assign team member to follow up on intake information, parent
contacts, hospital contacts, etc.

- Assure that when scheduling is done with the student, socialization
opportunities are taken into account. (i.e. peer tutors, non-academic
courses, etc.)

- Develop a notebook for the student and their family which would
“include: '

community resources

record of therapy services and treatments

types of classes taken

opportunities offered for integration

opportunities offered for community access

etc.

- Help the student and their family structure their entire day, not just
the time in which the .student is in school.

- Be prepared to help the families adjust to the differences in their
child, and accommodate for these differences in the home and
community

Ensure parent involvement throughout the process

Help the families understand the Special Education world
due process
services
terms
etc.

Train students and parents in advocacy skills

Have frequent reality checks with students, parents, and staft
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Tacoma Public Schools Traumatic Brain Injury Team

To:
Date:

, a student in your period
class has recently suffered a traumatic brain injury. She/he is
appropriate to be back in school, but may exhibit some of the
following symptoms:

drowsiness

poor attention span

confusion

memory loss

difficulty with interpersonal skills
poor coordination

difficulty with listening to and following directions
emotional outbursts

inappropriate language

vision problems

extreme headaches

handwriting difficulties

Please contact if any of these
behaviors are of concern to you, or if you would like more
information about head injuries or this students.

Thank Youlll
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Tacoma Public Schools
Traumatic Brain Injury Team
Intake Data

Student name Respondent

Parent name Phone

Address

Person administering survey Date of survey

Accident Information:
Date of accident

Nature of accident

Nature of Injuries

Medical Information:

Care Source

Doctor Phone
Treatment

Medication:

Dosage Frequency
Dosage Frequency
Dosage Frequency
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Medical Information (cont'd):

Significant Medical History:

Hlinesses

Injuries

Attention Span:

What is the student's attention span like in the following:
directed activities minutes

chosen activities ___minutes

Memory:

Does the student have difficulty in recall? (i.e. names, events, etc.)
short term
long term

Can the student follow directions? (check the following):

___one step __three step
—_two step ___four step
Communication:

Does the student speak name clearly? (please comment)

How is the volume?

Is speech production slow? (please describe)

1ny




Communication (cont'd):

Is the student having difficulty recalling specific words or phrases? (please list)

Self Help:

Does the student initiate self care tasks? (please list)

Does the student identify when it is time to bathe?

Eating:

Can the student feed seif independently?

Are there any adaptations which are needed? (i.e. cutting meat, special diets, cravings, etc.)

(please list)

Does the student have any definite likes and dislikes? (please list)

Dressing:

Can the student dress independently?

Can the student do fastenings? (buitons, zippers, etc.)

Does the student choose appropriate clothing? (ie. matching, weather appropriate, etc.)
Bathing:

Can the student prepare for bathing ?(ie. water temperature ok, organize clothing, etc.)

Bathe independently Brush teeth wash hair ' shave

Other(please describe)
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Self Help (Cont'd)
Toileting:
Can student toilet independently?

What kind of assistance is necessary?

How does the student move around your home?

Leisure Time:

How does student spend time at home? (ie. computer games, TV, etc.)

How much time in each area?

What are the student's favorite things to do at home or in the community?

Sleep Patterns:
How many hours per day does the student sleep?
Which hours of the day does this sleep occur?

Any sleeping problems? (ie. nightmare, awake at night, etc.)

Physical Limitations/Abilities:

1ny




Adjustment:

Pleas circle each of the behaviors listed below which have been observed at any time since this
student received a traumatic brain injury:

denial of limitations nightmares leaving assigned area without permission
refusal to comply with requests excessive eating shortened attention
“heightened distractability dizziness swearing or wvulgarity
inappropriate sexual behaviors lack of interest in activities

temper outbursts changes in sleep pattemns large mood swings

fearful reactions to normal conditions compulsive use of tobacco
misreprentations of facts misappropriation of money or other things

Please describe the approaches you have taken with this student to help him with the behavioral
concems identified above and wilich have been most effective.

Goals:

What goals do you envision this student accomplishing over the next few months?

Social:

Academic:
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Goals (Cont'd)

Self help:

Mobility:

Current/ Stated Prognosis:

Support Services:

If any support services are currently being provided please state the service and list the

therapist's name(s) and phone number if available:

S . Theraoi
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Resources/Reports are available from:

Agency Address Key person

Additional information/comments:

iS5




TRAUMATIC BRAIN INJURY RE-ENTRY TEAM

Tacoma Public Schools

Members:

RICHARD C. KING
Program Administrator

CAROL BARNETT
Case Manager

CAROL COAR
Psychologist

SALLY KELLY
Communication Disorder Specialist

LIZ SCHROEDEL
Occupational Therapist

SHARON FULTZ
Physical Therapist

AL SORENSON
Physical Therapist

KRIS HIRSCHMANN
Transition Specialist




Issues for consideration in evaluation of needs for students with Traumatic
Brain Injury. (1992). In Virginia Department of Education and the
Rehabilitation Research and Training Center on Severe Traumatic
Brain Injury (p. 19). Guidelines for Educational Services for Students
with Traumatic Brain Injury. Richmond: Author.

MATERIAL NOT COPYRIGHTED

Traumatic Brain Injury 117




Table 4
Issues for Consideration in Evaluation of Needs for

Students with Traumatic Brain Injury

Medical (Physiatrist or Neurologist)
Neurologic Status (EEG, CT, and neurologic exam)
Physical limitations (e.g., restrictions from physical
education; fatigue)
Medical Problems (Seizures, motor spasticity,
headaches, pain, dizziness or “vertigo™
Medication needs (e.g., Anticonvulsant, antidepres-
sanl, psychostimulant medications)
Needed Assistive Devices (Augmentative communi-
cation, wheelchair, positioning lools,
writing board, computer software)
Hearing (Audiologist)
Partial or total hearing loss in one or both ears
Discrimination of language in a noisy environment
Development of a “ringing sound” called tinnitus
vision (Ophthalmologist)
Partial or total loss of vision
\Visual “cuts” causing “blind spots” in eves
Impaired visual tracking (affecting reading,
writing, driving, etc.)
\isual blurring ("diplopia™)
Gross Motor (Physical Therapist)
Extreme weakness (“paresis™) or total paralysis of
one or both sides
Reduced muscle tone (“hypotonia™) or rigidity
Muscle contractions or spaslicity
Poor balance or ataxia
Fine Motor (Occupational The rapist)
Reduced motor dexterity and tremors impairing
cutting, drawing, and wriling
Problems with motor planning ( “dvspraxia”)
impairing dressing or assembly skills
Problems with written output ( “dysgraphia™
affecling written communication
social and Academic History (Social Worker)
Preinjury student educational atinment, behavior,
and family adjustment
Preinjury student interests, talents, extracurricular
participation, and friendships
Family beliefs and attitudes about student, the
injury, and educational needs
Family stresses, support systems, and needs
Family perception of student’s abilities, adjustment,
and home management problems
Personality and Socioemotional Adjustment
(Neuropsychologist/Neuropsychiatrist)
Mood: Aagitated, depressed, anxious, or labile
Behavior: Immature, insensitive, and inappropriate
Self-concept: Poor or unrealistic perception of
physical, social, and intellectual skill
Energy level: Hyperactive, lethargic, or both

S

Adaptive Skills (Social Worker or Evaluator with
Appropriate Assessment Training)
Problems in self-care (dressing, hygiene feeding)

Problems in community living skills (e.g., time,
money, and safery concepts)

Problems in classroom or home management

Problems in socialization (social skills, coping skills,
play.leisure interest)

Speech and Language (Speech Pathologist)

Oral motor dysfunction affecting articulation or
swallowing

Problems understanding or efficiently processing
language

Dysfluent speech or problems reurieving words from
memory

Pragmatic language deficits in conversation, turning:
taking, and social “rules”

Neuro/psychological Status (Neuropsychologist)

Reduced intellectual skills often underestimated by
standardized 1Q tests

Distractibility, poor concentration, and poor impulse
control (“disinhibition™)

Poor memory affecting encoding, retention, and
retrieval of information

Visual-spatial problems affecting pant-whole reason-
ing, integration, and synthesis

Impaired judgment, conceptual reasoning, and
organizational skills

Slow processing and output of information affecting
performance on timed test

Academic Achievement (Educational Diagnostician)

Impaired word recognition (“dyslexia”) or (more
frequently) reading comprehensic

Confusion with math calculations and especially
applications (“dyscalculia”)

Poor retention for facts in content-subjects such as
history and science

Ertors in mechanics and fluent expression of written
language (“dysgraphia”)

Vocational Skills (Vocational Specialist or Rehabilita-
tion Counselor)

Impaired entry level work skills (limited occupational
interests, behavior or attitudes interferring with
employment, and limited job seeking or interview
skills)

Physical, cognitive, and educational limitations
affecting prevocational training

Limitations in job training or job “keeping” skills
necessitaling supponive employment
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Neuropsychological Assessment Test Battery. (1992). In Virginia Department
of Education and the Rehabilitation Research and Training Center on
Severe Traumatic Brain Injury (pp. 91 - 94). Guidelines for Educational
Services for Students with Traumatic Brain Injury. Richmond:
Author.
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B

Neuropsychological Assessment Test Battery

’

The following provides a list of commonly used tests. A briefdescription is provided for measures used
by neuropsychologists or rehabilitation specialists. This list is not exhaustive, and is included for the
purpose of education rather than endorsement for use by school personnel. Because of perfformance
variability in structured vs. unstructured setting. observation in the classroom and other school settings
provides an excellent supplement to formal evaluaton.

Perception/Reception/Discrimination

Halstead Reitan Sensory Perceptual Exam: Screening measure to assess basic ability to
identify tactile. auditory, and visual stimulation on left vs. right sides of body

Auditory

Speech-Sounds Perception Test: identifies verbally-presented nonsense words
(primarily left temporal lobe)

Seashore Rhythm Test: Discriminates (same/different) rhythmic patterns

Woodcock-Fristoe-Johnson Test of Auditory Discrimination:

Discriminates among phonetically-similar word patterns in quiet and back

Visual Perceptual

Gardner Test of Visual Perceptual Skills: Visual discrimination, closure, and memory
Hooper Visual Organization Test: Ability to recognize fragmented pictures

Tactile

Tactual Performance Test (or Sequin-Goddard Formboard): Assesses tactile
form recognition, memory for shapes and spatial location, and psychomotor
problem-solving

Motor Functions

Fine Motor Tasks
Dynanometer Test: Grip strength
Finger-Oscillation Test: Speed
Purdue (Sequin) or Grooved Pegboard Task: Psychomotor dexterity
Maze Test: Assesses speed and accuracy in running a stylus through a maze

Perceptual Motor Tasks
Bender Visual Motor Gestalt Test
Beery Developmental Test of Visual Motor Integration
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Ray Osterrieth Complex Figure: Figure copy and memory

Target Test: Delaved response in reproducing visual-spatial configurations of increasing
complexity.

Fine/Gross Motor Tasks

Peabody Developmental Motor Scales

Battalle Developmental Inventory
Bruininks-Oserataky Test of Motor Proficiency

Riley Motor Problems Inventory: Screening measure

Attention, Vigilance, and Impulse Control

Attention Deficit Disorders Evaluation Scale, Connors Rating Scale:
Teacher or parent rated behavior

Gordon Diagnostic System: Computerized task with measures of sustained vigilance,
impulsivity, and distractibility '

Alternatives: Matching Familiar Figures Test, Continuous Performance Test, and various
letter cancellation-tasks

Detroit Test of Learning Aptitude (Primary and 3): Attention-enhanced scales

Paced Auditory Serial Addition Test: Serial-addition task to asses rate
of information processing and sustained attention

Memory and New Learning

Wide Range Assessment of Meniory and Learning: Measures of immediate
auditory and visual memory, new leaming, and delayed recall

Stanford-Binet (4th Edition): Memory area ‘

Kaufman Assessment Battery for Children, McCarthy Scales of Children's Abilities, and
Wechsler Scales: Select subtests

Wechsler Memory Scale (Revised): Measures of immediate auditory and visual memory,
new leaming, and delayed recall for late adolescents and adults

Ray Auditory Verbal Leaming Test: Multiple-trial list-learning task

California Verbal Learning Test

Selective Reminding Test Multiple-trial list-learning task

Cognition/Intelligence

Bayley Scales of Children’'s Abilities

McCarthy Scales of Children's Abilities

Wechsler Preschool and Primary Scale of Intelligence (Revised)

Wechsler Intelligence Scale for Children (Third Edition)

Wechsler Adult Intelligence Scale (Revised)

Stanford-Binet Intelligence Scales (Fourth Edition)

Detroit Test of Learning Aptitude (Primary and 3): Assessment of process-oriented
functions in conjunction with primary baueries

Kaufman Assessment Battery for Children (in conjunction with primary batteries)

124
1°8




Speech and Language

Test of Language Competence

Token Test for Children

Test of Early Language Development

Test of Language Development

Test of Written Language (Revised)

Test of Adolescent Languages (TOAL-2)

Clinical Evaluation of Language Fundamentals (Revised) (CELF-R)
Test of Auditory Comprehension of Language (Revised)
Assessing Semantic Skills through Everyday Themes (ASSET)
Let’s Talk Inventory for Children

Test of Word Finding

The Word Test

The Word Test - Adolescent

One-word Receptive Vocabulary Test (Gardner or PTVF): Word identification

One-word Expressive Vocabulary Test (Gardner or Boston): Confrontative naming

Halstead-Wepman Aphasia Screening Exam: Brief screening measure assessing naming
(dvsnomia), spelling (spelling dyspraxia), writing (dysgraphia, enunciation (dysarthria),
reading (dyslexia), reproduction (constructional dyspraxia), arithmetic (dyscalculia),
and comprehension (verbal dyspraxia) (cursory screening tool)

Verbal Fluency Test: Child is required to name as many words beginning with a cenain
letter or things from a cenain category

Menyak Svntactic Measure: Assesses understanding of increasingly syntactic complex
sentences/phrases

Children's Word Finding Test: The child is required to determine the meaning of a non-
sense word through appreciation of its verbal context

vonverbal Problem-Soiv Mental Flexibili nd Al R nin

Color-Form Test: Visual perceptual reasoning and flexibility

Progressive Figures Test: Visual perceptual reasoning and flexibility

Category Test: Assesses nonverbal concept formation, abstraction, mental flexibility and
learning

Wisconsin Card Sortin Test: Assesses nonverbal ability to form abstract concepts and shift/
maintain set

Leiter International Performance Scale: Nonverbal cognition (visual spatial, sequential,
reasoning, and concept formation)

Trial-Making Test (Parts A and B): Timed measure of problem solving
(connecting numbers and number-letter sequences)

Columbia Mental Maturity Scale

Test of Nonverbal Intelligence

) K 9 125




Achievement
Basic Achievement Skills Individual Screener
Kaufman Test of Educational Achievement
Peabody Individual Achievement Test (Revised): Nonverbal
Woodcock-Johnson Psycho-Educational Battery (Revised): Tests of achievement
Gray Oral Reading Test
Gates-MacGinitis Reading Test
Stanford Diagnostic Reading Test
Wide Range Achievement Test (Revised, 1 and 2)
KeyMath Diagnostic Arithmetic Test

Adaptive Behavior

Vineland Scales of Adaptive Behavior
Functional Skills Assessment

AAMD Adaptive Behavior Scale
Socioemotional Adjustment

Parent Report: Child (Achenbach) Behavior Checklist, Personality Inventory for Children,
and other age- or developmentally-normed rating scales

Teacher Report: Child (Achenbach) Behavior Checklist and other age- or developmentally-
normed rating scales

Youth Self-Reported PersonalitysAdjustment: Clinical or psychiatric problems assessed the
Million, Minnesota Multiphasic Personality Inventory, and Youth Self-Report 1neasures;
Personality style or self-concept assessed by the Child Personality Questionnaire, High

School Personality Questionnaire, Piers Self-Concept Scale, and other developmentally-
normed rating scales
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Traumatic Brain Injury Checklist. (1992). In Virginia Department of
Education and the Rehabilitation Research and Training Center on
Severe Traumatic Brain Injury (pp. 60 - 65). Guidelines for Educational

Services for Students with Traumatic Brain Injury. Richmond:
Author.
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Traumatic Brain Injury Checklist

Please rate the student’s behavior (in comparison to same-age classmates) using the following .
rating scale:

Not at all

Occasionally

Often

Very Severe & Frequent Problem

Not At All
Occasionally
Often

Very Severe &
Frequent Problem

A. Orientation and Attention to Activity

Confused with time (day, date); place (classroom, bathroom,
schedule changes); and personal information (birth date,
address, phone, schedule)

Seems "in a fog" or confused
Stares blankly

Appears sleepy or to fatigue easily
Fails to finish things started

Cannot concentrate or pay attention

Daydreams or get. lost in thoughts

Inattentive, easily distracted

B. Starting, Changing, and Maintaining Activities

Confused or requires prompts about where, how or when to
begin assignment

Does not know how to initiate or maintain conversation (walks
{ away, etc.)

Confused or agitated when moving from one activity, place, or
group to another

Stops midtask (math problem, worksheets, story, or %
conversation)
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Not At All

Occasionally

Often

Very Severe &

Frequ it Probiem

Unable to stop (perseverates on) inappropriate strategies,
topics, or behaviors

Gives up quickly on challenging tasks

C. Taking in and Retaining Information

Forgets things that happchcd even the same day

Problems learning new concepts, facts, or information

Cannot remember simple instructions or rules

Forgets classroom materials, assignments, and deadlines

Forgets information learned from day to day (does weli on
quizzes, but fails tests covering several weeks of learning)

D. Language Comprehensicn and Expression

Confused with idioms ("climbing the walls”) or slang

Unable to recall word meaning or altered meaning (homonym
or homographs)

Unable t¢ comprehend or breakdown instructions and request

Difficulty understanding "Wh" questions

Difficulty understanding complex or lengthy discussion

Processes information at a slow pace

Difficulty finding specific words (may describe but not label)

Stammers or slurs words

Difficulty fluently expressing ideas (speech disjointed, stops
midsentence)
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Frequent Problem

Not At All
Occasionally
Often

Very Severe &

|

E. Visual-Perceptual Processing

Cannot track when reading, skips problems, or neglects a
portion of a page of written material

Orients body or materials in unusual positions when reading or
writing

Gets lost in halls and cannot follow maps or graphs

Shows left-right confusion

F. Visual-Motor Skills

Difficulty copying information from board

Difficulty with notetaking

Difficulty with letter formation or spacing

Slow, inefficient motor output

Poor motor dexterity (cutting, drawing)

G. Sequential Processing

Difficulty with sequential steps of task (getting out materials,
turning to page, starting an assignment)

Confuses the sequence of events or other time-related concepts

H. Problem-Solving, Reasoning, and Generalization

Fails to consider alternatives when first attempt fails -

Does not use compensatory strategies (outlining or underlining)

Problems understanding abstract concepts (color, emotions,
math and science)

Confusion with cause-effect relationships

————— e e —

Unable to categorize (size, species)
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Problems making inferences or drawing conclusions

Can state facts, but cannot integrate or synthesize information

I

Difficulty applying what they know in different or new situations

I. Organization and planning Skills

Difficulty breaking down complex tasks (term papers, projects)

Problems organizing materials

Problems distinguishing between important and unimportant
information

Difficulty making plans and setting goals

Difficulty following through with and monitoring plans

Sets unrealistic goals

J. Impulse or Self-Control

Blurts out in class

Makes unrelated statements or responses

Acts without thinking (leaves class, throws things, sets off
alarms)

Displays dangerous behavior (runs into street, plays with fire,
drives unsafely)

Disturbs other pupils

Makes inappropriate or offensive remarks

Shows compulsive habits (masturbation, nail biting, tapping)

Hyperactive, out-of-seat behavior

K. Social Adjustment and Awareness

Acts immature for age

Too dependent on adults
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Not At All

Occasionally

Often

Very Severe &

Frequent Problem

Too bossy or submissive with peers

Peculiar manners and mannerisms (stands too close, interrupts,
unusually loud, poor hygiene)

Fails to understand social humor

Fails to correctly interpret nonverbal social cues

Difficulty understanding the feelings and perspective of others

Does not understand strengths, weaknésses and self
presentation

Does not know when help is required or how to get assistance

Denies any problems or changes resulting from injury

L. Emotional Adjustment

Easily frustrated by tasks or if demands not immediately met

Becomes argumentative, aggressive, or destructive with little
provocation

Cries or laughs too easily

Feels worthless or inferior

Withdrawn, does not get involved with others

Becomes angry or defensive when confronted with changes
restlting from injury

Apathetic and disinterested in friends or activities

Makes constant inappropriate sexual comments and gestures

Unhappy or depressed affect

Nervous, self-conscious, or anxious behavior
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M. Sensorimotor Skills
Identified problems with smell, taste, touch, hearing or vision
Problems discriminating sound or hearing against background
noise
Problems with visual acuity, blurring or tracking
Problems with tactile sensitivity-(e.g., cannot type or play an
instrument without watching hands)
Identified problems with oromotor (e.g., swallowing), fine motor
or gross motor skills
Poor sense of body in space (loses balance, negotiating
obstacles) i
Motor paralysis or weakness of one or both sides
Motor rigidity (limited range of motion), spasticity
(contractions) and ataxia (erratic movements) circle one
Impaired dexterity (cutting, writing) or hand tremors
ﬂ Difficulty with skilled motor activities (dressing, eating)
——-

Waaland and Bohannon, 1992

/24 | A. Orientation/Attention
/18 | B. Task Initiation, Transition, Maintenance
/15 | C. Information Encoding and Retentlon
/27 | D. Language Comprehension and Expression
/12 | E. Visual-Perceptual Processing
/15 | F. Visusl-Motor Skills
/6 | G. Sequential Processing
/24 | B. Problem.Solving, Reasoning & Generalizing
/18 | 1. Organtestion and Planning Skills
J2¢ | 3. Impulse or Self-Control
J27 | K. Social Adjustment and Awareness
/30 | L. Emotlonal Adjustment
/30 | M. Sensorimotor Skills




Related services for school-aged children with disabilities. (1991). NICHCY
News Digest, 1 (2), 1 - 23.
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Related Services for
School-Aged
Children with
Disabilities

Volume I, Number 2, 1991

The Individuals with Disabilities
Education Act (IDEA) mandates that “all
children with disabilities have available §

tion which emphasizes special education B8
and related services designed to meet i@
their unique needs..." (Section 601[c]). B
In accordance with the IDEA4 and other |1
Sederal laws, more than 4.5 million chil-
dren with disabilities across the nation
received special education and/or related
services in the 1989-90 school vear .
This issue of NEWS DIGEST fo-
cuses upon the provision of related ser-
vices to school-aged children with dis- g
abilities. As defined by federal law, re- |
lated services are intended to address the
individual needs of students with disabili-
ties, in order that thev may benefit from §
their educational program. Occupational
and physical therapy. school health ser-
vices, and special transportation assis- |
tance are just some examples of related |8
services that can help eligible students |8
withdisabilities participate more fullvand §
successfully in the learning process. |
This NEWS DIGEST provides an |
overview of the related services enumer- I
ated in federal law. with a focus upon
those services provided to school-aged
children with disabilities. The personnel
associated with delivering each.service |
are identified, and their major duties are
described. Readers are also given an |}
overview of how related services are typi- |
cally obtained for students. as well as how |
school districts deliver, coordinate, and
Sfund the relaied services they provide. i
Also discussed 1s one serious problem 8
confronting school districts, namely a %
shortage of personnel to deliver related
services needed by students. Recent court
cases, due process hearings. and the spe- §
cifics of federal law are mentionedthrough-
out this NEWS DIGEST. where relevant, B
1o help readers understand the nature of
~ and limits to — school districts’ re- |
sponsibilities to provide related services i
Alistofreadings, organizations. andother
sources of further information concludes i
this issue.

to them...a free appropriate public educa- i

NICHCY

National Information Center for Children
and Youth with Disabilities
Washington, DC

Several important federal laws
have been passed in recent years
to address the rights and educational
needs of children and youth with dis-
abilities. One such law, passed in 1975,
is The Education of All Handicapped
Children Act, otherwise knownas EHA
or Public Law (P.L.) 94-142. Recently
reauthorized andrenamedthe Individu-
als with Disabilities Education Act, or
IDEA (P.L. 101-476), this law man-
dates that special education and related
service programming be made avail-
able to all children and youth with dis-
abilities who require them. The law
also makes available federal funds to
help state and local governments estab-
lish and maintain special education pro-
grams for students with disabilities, as
wellas provide the related services these
students need in order to benefit from
special education.

But what are related services? The
IDEA defines “related services” as:

..fransportation, and such

developmental, corrective,

and other supportive ser-

vices (including speech pa-

thology andaudiology, psy-

chological services, physi-

cal and occupational

therapy, recteation, includ-

ing therapeutic recreation

and social work services,

and medical and counsel-

ing services, including re-

habilitation counseling, ex-

cept that such medical ser-

vices shall be for diagnostic

and evaluation purposes

only) as may be required to

assist a child with a disabil-

ity to benefit from special

education. [20 U.S.C.

Chapter 33, Section

1401(17), 1991)

Although the IDEA has become
law, at the time of this writing regula-
tions for the Act have only been issued
in proposed form. Final regulations,
written to correspond to the changes
made to the EHA by the IDEA, will be
published afteran extensive public com-
ment and review period. Until the final
regulations are available to guide imple-
mentation of the IDEA, the regulations
of its predecessor, the EHA, are being
used by school districts to determine
how and to whom related services will
be delivered. The regulations of the
EHA (P.L. 94-142) list thirteen related
services that students with disabilities
may require to benefit from their special
education programs. These are:

. audiology;

« occupational therapy:

« physical therapy;

« psychological services;

. medical services for diagnostic or
evaluation purposes only;

« school health services;

. transportation services;

« counseling services;

« speech-language pathology:;

« social work services;

+ parent counseling and training;

« recreation therapy; and

« early identification and assessment
of disabilities in children. [34 Code
of Federal Regulations (CFR) Sec-
tion 300.13 (b)(1)-(13), 1988].

C'zarly, the regulations define a
wide variety of services that must be
provided to children and youth with
disabilities identified as needing such
services to maximize the benefits of
their special education. However, the
law also states that this long list of
services is not exhaustive and may in-
clude other developmental, corrective,

BEST COPY AVAILABLE 137




e —————————— R

or support services “as may be required
to assist a child with a disability to
benefit from special education™ [The
Individuals with Disabilities Education
Act, 20 U.S.C. Chapter 33, Section
1401(17)]. It is through this provision
in the law that many school districts are
providing students with disabilities with
assistive technology devices and ser-
vices. Furthermore, as states respond to
the requirements of federal law, many
have legislated their own related service
requirements, which may include ser-
vices beyond those specified in federal
law. For example, some states also
include mobility training, dance therapy,
and artistic and cultural programs as
related services that should be provided
as necessary to help a student with a
disability benefit from his or her special
education program.

Because states are required to pro-
vide the related services that are neces-
sary for each individual student with a
disability to benefit from his or her
special education, related services can
be quite unique. An example of this
exists in the 1981 case of Espino v.
Besteiro. As a result of an automobile
accident, the student in question could
no longer function in a classroom that
was not temperature-controlled. Ini-
tially, the school system met this
student’s need by providing him with a
portable cubiclethat wasair conditioned.
However, the court ruled that, in order
for the student to benefit from special
education, air conditioning qualified as
arelated service and ordered the school
system to air condition the entire class-
room. The cubicle was not satisfactory,
because it did not permit the child to
fully interact with the teacher and his
classmates (Esterson & Bluth, 1987).

Although related services can be
quite expensive, school districts may
aot charge families of students with
disabilities for the cost of the services.
Just as special and regular education
must be provided to a student with a
disability at no cost to the parent or
guardian, so, too, must related services.
Asaresult of federal law, it is the state’s
responsibility to provide a free, appro-

priate public education to all students
with disabilities, and that includes any
related services necessarytoensure they
benefit from their education.

Under the IDEA, P.L. 101-476, the
student must be enrolled in special edu-
cation to be considered eligible for re-
lated services. However, there is an-
other federal law — the Rehabilitation
Act of 1973 (P.L. 93-112) — that, in
many cases, broadens a student’s eligi-
bility for related services. The implica-
tions of this law will be discussed later
inthis VEWS DIGEST (see the section
entitled “Related Services under Sec-
tion 504” on page 8). First, however, let
us take a look at examples of related
services and who is typically respon-
sible for providing each one.

What Are Some Examples
of Related Services and
Who Provides Them?

Perhaps the best way to develop an
understanding of what related services
are is to take a look at the types of
personnel who are involved in the deliv-
ery of services and what responsibilities
each of these people typically has in the
process. Given the range and diversity
of disabilities, this list is quite lengthy.
Therefore, the information presented
about each related service is intended
only as an introduction to that service
and the personnel associated with its
delivery. It is not the intent of this
document, just as it is not the intent of
the law, to exhaustively describe each
related service. Many variations in
service delivery are possible. Readers
are encouraged to make use of the re-
sources listed at the end of this NEWS
DIGEST to find out more about the
related services of relevance to them.
(Early identification and assessment of
disabilities in children is not discussed
in this NEWS DIGEST, because it falls
outside of this document’s focus on
related services for school-aged chil-
dren.) It is important to read about all
the services and personnel in order to

know what related services are most
commonly provided to students with
disabilities and their families.
(4 (4

Audiology Services are generally
provided by audiologists who screen,
assess, and identify children with hear-
ing loss. Additionally, they:

« determine the range, nature, and
degree of the hearing loss;

« make referrals for medical or other
professional attention for the ha-
bilitation of hearing;

- provide language habilitation, au-
ditory training, speech reading (lip
reading), speech conservation, and
other programs;

« determinethechild’s need for group
or individual amplification, select
and fit an appropriate hearing aid,
and evaluate the effectiveness of
amplication.

Many school systems do not have
the diagnostic facilities necessary to
assess the extent of a student’s hearing
loss, and so they refer students in need
to a clinical setting, such as a hospital.
Based on the results of the hearing
assessment, related services are then
provided by school-based audiologists
or, in school systems that do not employ
audiologists, by other professionals such
as speech pathologists or educators
(Friedrich, 1987).

- -

Occupational Therapy is provided
by therapists who concentrate upon as-
sessing and treating children with dis-
abilities that impair their daily life func-
tioning. Areas of daily life functioning
upon which an occupational therapist
might focus are:

« activities of daily living, such as
eating and dressing;

« school and work skills, such as
writing, using scissors, managing
books and papers, and sitting effec-
tively in class; and

« play/leisure skills, such as partici-
pating in art or physical education
class or playing with children at
recess.
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When occupational therapy is pro-
vided as a related service, it is meant to
enhance a student’s ability to function
in an educational program. By focusing
upon the skills of daily living, occupa-
tional therapists can often help indi-
vidual students to function in the least
restrictive environment. Generally,
occupational therapists:

» provide treatmentto strengthen and
develop fine motor functions;

» focus on treatment of the small
muscles, primarily those of the face,
upper trunk, arms, and hands; and

+ improve the student’s ability to per-
form tasks necessary for indepen-
dent functioning, such as chewing,
swallowing. placement of the
tongue and mouth for speech for-
mation, eye-hand coordination, and
manual dexterity.

(12 (=4

Physical Therapy is provided to a
child or youth with a disability follow-
ing referral from a physician and, in
some states, from school nurses, teach-
ers, occupational therapists, and other
professionals. Physical therapists:

. provide treatment to increase
muscle strength, mobility, and en-
durance;

« focus on gross motor skills that rely
on the large muscles of the body
involved in physicalmovementand
range of motion;

« help to improve the student’s pos-
ture, gait, and body awareness; and

» monitor the function, fit, and proper
use of mobility aids and devices.

In relation to special education,
physical therapists are primarily con-
cerned with developing and enhancing
the physical potential of students with
disabilities, so that they can achieve
maximum independence and function
in all their educational activities (S.
Esterson, 1987).

=4 =4

Psychological Servicesarealso de-
livered as a related service when neces-
sary to help students with disabilities
benefit from their education. Often, the
potential need of a child with a disabil-
ity for psychological services is raised
during an Individualized Education Pro-
gram (IEP) meeting of teachers, school
personnel, and parents. Members of the
IEP team may have noticed that a stu-
dent has become withdrawn and that his
or her grades have dropped. Or parents
may be concerned that their child is
reading far below his grade level and
want to know if he has a leaming dis-
ability. School psychologists, then, be-
comeresponsible for delivering psycho-
logical services. Some of their primary
duties are to:

« administer and interpret psycho-
logical and educational tests and
other assessment procedures to de-
termine if, indeed, the student has
a disability;

« obtain, integrate, and interpret in-
formation about a student’s behav-
ior and conditions for learning.
Sourcesof informationmay include
observations of the student and in-
terviews withteachers, parents, and
the student;

« consult with school staff and assist
in planning an educational pro-
gram to meet a student’s special
needs, as indicated by psychologi-
cal tests, interviews, and evalua-
tions of behavior; and

+ plan and manage programs to pro-
vide psychologicalservices, includ-
ing counseling for students and
parents.

It is important to know that, by law,
no single assessment procedure can be
used as “the sole criterion for determin-
ing an appropriate educational program
for a child” (Code of Federal Regula-
tions [CFR]: Title 34: Education: Part
300.532, 1988). The anticipated regu-
lations for the IDEA are not expected to
change this approach to student assess-
ment. One of the school psychologist’s
most challenging duties, then, is to
gather information about the student
from a variety of sources and interpret
that information, so that an educational
program appropriate to the needs of the
student can be developed.

(14 (=4

Medical Services are considered a
related service only under specific con-
ditions. By definition, medical ser-
vices:

» are provided by a licensed physi-
cian to diagnose a child’s disabil-
ity, determine the need for special
education, and determine the type
and extent of related services that
may be needed: and

. are permitted for diagnostic rea-
sons, but do not include direct, on-
going medical treatment by a phy-
sician.

Just how far does aschool system’s
legal requirement to provide medically-
related services go? This has become
quite an area of controversy as schools
enroll and place students with severe
and often life-threatening disabilities.
Do the constant medical needs of these
students qualify as supportive services a
school is obligated to provide or as on-
going medical treatment, which is spe-
cifically excluded as a related service?
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“The more medically sophisticated the decisions about
how to treat the child, the more (the medical) service is
excluded and the school’s obligation disappears.”

Decisions can only be made on a case by
case, student by student basis. How-
ever, the trend emerging from recent
court cases appears to be:

« If the supportive service must be
performed by a licensed physician
and is not for the purpose of evalu-
ation or diagnosis, the school is not
obligated to provide it.

« Ifthe service can be provided by a
l..y person, such as the teacher,
with minimal training, the school
must provide it.

« When the service requires some
degree of medical insight, such as
what t6 do when an emergency
arises, then court decisions can go
either way. “The more medically
sophisticated the decisions about
how to treat the child, the more that
service is excluded and the school’s
obligation disappears” (McKee &
Barbe, 1990, p. 199).

14 14

School Heaith Services are neces-
sary, because many children and youth
with disabilities would be unable to
attend a day of school without support-
ive health care. Health services are
typically provided by a qualified school
nurse or a specifically trained nonmedi-
cal person who is supervised by a quali-
fied nurse. Some of the health services
that school nurses or other qualified
personnel provide to students with dis-
abilities include:

. special feedings

. clean intermittent catheterization

« suctioning

« administering medications

« planning for the safety of a student
in school, and

. ensuring that care is given in the
classroom to prevent injury (e.g.,
changing a student’s position fre-
quently to prevent pressure sores)
(Black & Dorsett, 1987).

A joint task force of members and
staff of four associations — the Ameri-
can Federation of Teachers, the Coun-
cil for Exceptional Children, the Na-
tional Association of School Nurses,
Inc., and the National Education Asso-
ciation — recently released detailed
guidelinesto help administrators, health
care providers, and educators provide
health services to children with special
health care needs (The Joint Task Force
for the Management of Children with
Special Health Needs, 1990). The guide-
lines list “66 special health care proce-
dures that some children may need to
have provided in educational settings,”
as well as “the persons qualified to
perform each of the procedures, who
should preferably perform the proce-
dures, and the circumstances under
which these persons would be deemed
qualified” (p. 9).

The same controversy that is com-
ing to light about medical services is
surfacing in regard to school health
services. How far does the school’s
obligation to provide these services go?
Inthe case of Bevin H. v. Wright (1987),
the court decided that the school district
was not responsible for providing a
nurse to monitor Bevin’s condition and
assist her because of the intensive na-
ture of her need. Other courts had found
that schools were responsible for pro-
viding nursing care, but the students
involved in those cases only required
intermittent nursing care that could be
provided by the school nurse, leaving
the nurse free to care for other students.
The “private duty” service that Bevin
required distinguished her case from
others previously heard. Thus, the court
stated that placing the burden of the
services Bevin required *“‘on the school
district in the guise of 'related services'
does not appear to be consistent with the
spirit of the Act and the regulations”

(Bevin H. v. Wright, 1987-88 Educa-
tion of the Handicapped Law Report
[EHLR] DEC. 559:122, as cited in “*Re-
lated Services: Daily Nursing Care”,
1987, p. 3).
e e
Transportation Services are pro-
vided to those students who need special
assistance because of their disability or
the location of the school relative to
their home. Not all students with dis-
abilities are eligible to receive special-
ized transportation services. Many are
able to use the same transportation that
students without disabilities use to get
toschool. However, for those who need
special assistance, the school district
must:
« provide travel to and from school
and between schools;
» provide travel in and around school
buildings; and
« providespecialized equipment(such
as special or adapted buses, lifts,
and ramps), if required to provide
special transportation for a child
with disabilities.

Most school systems have written
guidelines to help make decisions about
transportation services consistent from
student to student. To be in compliance
with the IDEA, a school district cannot
require the families of students with
disabilities to assume any portion of the
costs of those transportation services
deemed necessary to permit the stu-
dents to benefit from their education.

e e

Counseling Services are typically
provided by school counselors who work
with students to develop their career
awareness, to improve their understand-
ing of self, and to improve their behav-
ioraladjustmentand control skills. This,
in turn, makes students with disabilities
better able to participate in their educa-
tional program. In many schools, the
counselor may also perform the func-
tions of school psychologists (described
above under Psychological Services).
Additionally, school counselors may:

+ identify and refer students whomay
be eligible for special education;
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« secure parental permission for re-
ferrals;

+ provide advice concerning a
student’s level of functioning, af-
fective needs, and appropriateness
of the IEP;

« provide student guidance and coun-
seling in keeping with the IEP; and

« provide supportive counseling for
parents.

4 4

Speech-Language Pathology is a
service provided by speech-language
pathologists to address the needs of
chiidren and youth with communica-
tion disabilities, such as stuttering and
impairments in speech, language, or
voice. Typically, speech-language pa-
thologists:

« screen, identify, assess, and diag-
nosedisorders of fluency, language,
articulation, voice, and oral-pha-
ryngeal function, and cognitive/
communication disorders;

« provide speech and language ser-
vices for the habilitation or preven-
tion of communication disorders,
including augmentative and alter-
native communication systems;and

« refer the student for medical or
other professional attention neces-
sary for the habilitation of speech
or language disorders.

It should be noted that a student
with a speech or language impairment
does not necessarily have to be mani-
festing academic problems in order to
be considered eligible to receive related
services under the IDEA. Effective oral
communication is regarded as a skill
basic to academic performance
(Applestein, 1987).

R o4

Social Work Services are provided
in order to address the whole welfare of
the student with a disability - his or her
life at home, in school, and in the com-
munity. Historically, social workers
have been used in schools as early as
1913. The need for their services arose
from “recognition of the need to con-
sider factors beyond the schools that
may be affecting a child’s educational

performance™ (Tabb, 1987, p. 113).
Problems at home or in the community
can adversely affect a student’s perfor-
mance at school, as can a student's
attitudes or behaviors in school. Social

the social worker may identify cultural
or language differences that need to be
taken into consideration as well (Tabb,
1987).

“Social Work Services are provided in order to address
the whole welfare of the student with a disability - his or
her life at home, in school, and in the community.”

work services may become necessary in
order to help the student maximize ben-
efit from the educational program.
Intoday’s society, qualified school
social workers have completed a two-
year master’s degree program in social
work and generally have field experi-
ence obtained through placement in a
public or private facility, where they
worked under supervision. Their duties
within schools typically include:

« preparing a social or developmen-
tal history of a student with a dis-
ability;

« providing group or individual coun-
seling to the student and family;

« working with the problems in a
student’s living situation (home,
school, and community) that are
affecting the student’s adjustment
in school; and

- mobilizing school and community
resources to enable the student to
benefit from his or her educational
program.

To develop an insightful social or
developmental history of a student with
a disability requires the school social
worker to interact with both the student
and the family. This allows the social
worker to assess how family dynamics
and the home environment are influ-
encing the student’s learning and be-
havior patterns. This information is
useful for determining the student’s
educational placement and program,
and also serves as a check against inap-
propriate labeling of a student because
of test scores and school behavior.
Through interactions with the family,

4 R~
Parent Counseling and Training
is an important related service, because -
it addresses the needs of the parents and
the vital role they play in the lives of
their children. The family is the “most
powerful agent of change in the life of a
child” (Blumberg, 1987, p. 70). The
parents of a child or youth with a dis-
ability may have great need for counsel-
ing and training in order to understand
their child’s disability and how it may
affect development. When necessary to
help the child or youth with a disability
benefit from the educational program,
school counselors can:
« assist parents in understanding the
special needs of their child;
« provide parents with information
about child development; and
« provide parents with referrals to
parent support groups, financial as-
sistance resources, and profession-
als outside the schoc | system.
[iog [iog
Recreation Therapy is included
as a related service, because all chil-
dren, with or without disabilities, need
to learn how to use their leisure and
recreation time construct:vely. For those
students withdisabilities who are judged
to require recreation therapy in order to
benefit from special education, the
therapy can serve to improve socializa-
tion skills, as well as eye-hand coordi-
nation and physical, cognitive, or lan-
guage development. In the case of
children with severe disabilities, “rec-
reation activities are necessary for the
purpose of initiating greater pride and
independence” (M.M. Esterson, 1987,
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p. 99). To this end, recreation thera-
pists:

+ assess the student’s leisure capaci-
ties and functions;

» provide therapy to remediate func-
tional difficulties that limit involve-
ment in leisure activities:

« provide leisure education for learn-
ing the skills, knowledge, and atti-
tudesrelated to leisure involvement;
and

« help the student to participate in
recreation, based on the student’s
need for assistance and/or adapted
recreation equipment.

Act (P.L. 100-407), recognizing the
enormous contribution that assistive
technology can make to the lives of
individuals with disabilities. The Of-
fice of Special Education Programs
(OSEP) has issued a policy ruling stat-
ing that “consideration of a child’s need
for assistive technology must occuron a
case-by-case basis in connection with
the development of a child’s individual-
ized education program (IEP)”
(Goodman, 16 EHLR 1317, OSEP
1990). The OSEP policy letter goes on
to say that “assistive technology can be
a form of supplementary aid or service

“Consideration of a child's need for assistive technology
must occur on a case-by-case basis in connection with
the development of a child's . . . IEP.”

=4 =4

Assistive Technology Devicesand
Services are not specifically listed in
the law as arelated service but are often
provided as "other corrective or support
services" necessary to help students with
disabilities benefit from their educa-
tion. The provision of assistive technol-
ogy devices and sérvices has changed
over the years as technology has been
developed and applied to the needs of
individuals with disabilities. The EHA
(P.L. 94-142) mentions that providing
“related aids and services” may be nec-
essary to help a student maximize the
benefits of his or her educational pro-
gram. The early interpretation of what
qualified as a permissible related aid
was controversial. “Generally, equip-
ment such as glasses, wheelchairs, and
hearing aids have been considered to be
outside of the school districts’ responsi-
bility because these were individually
prescribed and were used at home as

" well as during school™ (“Districts Must

Provide”, 1990, p. 76).

As assistive technology has boomed,
however, the scope of this related ser-
vice has expanded. In 1988, Congress
passed the Technology-Related Assis-
tance for Individuals with Disabilities

utilized to facilitate a child’s education
in a regular educational environment.
Such supplementary aids and services,
or modifications to the regular educa-
tion program, must be included in a
child’s IEP.” Thus, when an IEP of a
student with a disability is being devel-
oped or reviewed, the school district
must assess his or her need for an
assistive technology device, determine
those devices that will facilitate the
student’s education, list them in the
IEP, and then provide them to the stu-
dent.

This policy letter, coupled with the
passage of the Technology-Related As-
sistance for Individuals with Disabili-
ties Act of 1988 and the IDEA, is ex-
pected to dramatically affect the level of
district responsibility for providing re-
lated aids, devices, and technology-re-
lated services to students with disabili-
ties.

The IDEA defines an assistive tech-
nology device as.

..any item, piece of equip-
ment, or product system,
whether acquired commer-
cially off the shelf, modified,
or customized, that is used to

increase, maintain, or improve
functional capabilities of in-
dividualswith disabilities. [2¢
U.S.C. Chapter 33, Section
1401(29)]

The number ofassistive technology
devices in use across the United States is
lengthy, and the list is growing longer
by the day. A few examples of such
devices are: electronic communication
aids, devices that enlarge printed words
on acomputer screen, speech synthesiz-
ers, prosthetic devices, braille writers,
and keyboards adapted for fist or foot
use.

As more assistive technology de-
vices become available to address the
special needs of students with disabili-
ties, districts are confronted with mul-
tiple challenges in that they must: (a)
identify and acquire technology devices
appropriate to the needs of their stu-
dents with disabilities; (b) train staff in
the use of the devices; (¢) identify appro-
priate use of computers, communica-
tion devices, and other technology in
the classroom; and (d) finance the cost
of this related service. Additionally,
districts must provide “assistive tech-
nology services” to eligible students
with disabilities. Assistive technology
services are defined by the IDEA as
“...any service that directly assists an
individual with a disability in the selec-
tion, acquisition, or use of an assistive
technology device” [20 U.S.C. Chapter
33, Section 1401(26)). Thus, school
districts are also responsible for helping
individuals with di-abilities to select
and acquire an appropriate assistive tech-
nology device and train them in its use.

Fortunately, for parents and pro-
fessionals alike, there are a number of
organizations that provide information
on the latest developments in assistive
technology devices. Some are listed in
the resources section of this NEWS
DIGEST. Another useful resource is
NICHCY's News Digest on Assistive
Technology (1989), available free of
charge from NICHCY.
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Artistic/Cultural Therapies are
specifically mentioned in federal regu-
lations as other “supportive services”
and include “artistic and cultural pre-
grams, and art, music, and dance
therapy, if they are required to assist a
handicapped child to benefit from spe-
cial education"(34 CFR Part 300.13,
Comment, 1988).

Dance therapy, for example, can
develop and promote “good posture,
discipline, concentration, coordination,
agility, speed, balance, strength, and
endurance” (Salyers, 1983). Arttherapy
provides individuals with disabilities
with a means of self-expression and
opportunities to expand personal cre-
ativity and control. Music therapy is
used to foster similar personal growth.
Its therapeutic aims are the restoration,
maintenance, and improvement of men-
tal and physical health (National Asso-
ciation for Music Therapy, 1988). This
type of therapy can affect changes in
behavior, social skills, perception, self-
esteem, and physical mobility and skills.

Artistic and cultural therapies are
designed by art therapists, dance thera-
pists, and music therapists to address
the individual needs of students with
disabilities. These professionals:

« assess the functioning of individual
students;

« design programs appropriate to the
needs and abilities of students;

. provide services in which move-
ment or an art form is used in a
therapeutic process to further the
child’s emotional, physical, and/or
cognitive development or integra-
tion; and

. often act as resource persons for
classroom teachers.

124 (=4

School Breakfast and Lunch Pro-
gram is not a related service specifi-
cally listed in the IDEA. The program
is diccussed in this NEWS DIGEST
because of its importance to those stu-
dents with disabilities who have special
nutritional requirements. Because many
students with disabilities do have unique
nutritional needs, they are unable to

participate in the national meal pro-
gram uniess these meals are modified.

School meal programs are admin-
istered at the federal level by the United
States Department of Agriculture
(USDA). USDA reimburses schools for
every meal served, at rates that vary
according to family income. Children
may receive meals free or at a reduced
price if their families meet specific in-
come criteria.

Under USDA’s Section 504 and
child nutrition regulations, schools par-
ticipating in federal school meal pro-
grams are required to make a reason-
ableeffortto provide, atnoextracharge,
special meals to students whose diets
are restricted due to their disabilities [7
CFR Section 13b.26(d)(1)].

In order to be eligible for modified
meals, a student must present a state-
ment signed by a physician. The state-
ment should include: (a) the disability
of the student and how the disability
affects the student’s diet; (b) the major
life activity affected by the disability;
and (c) the food(s) to be omitted from
the student’s diet and those that may be
substituted {7 CFR Section210.10(i)(1)
and 7 CFR Section 220.8(f)]. Adjust-
ments to meals may include changing
the texture of food, modifying the calo-
ries, and substituting different foods for
thoselisted onthe schoolmenu (Horsley,
1988).

In arecent floor statement, Senator
Bob Dole of Kansas, Senate Republican
Leader, expressed concern about the
participation in school meal programs

by students whose disabilities restrict
their diets. Federal regulations, Sena-
tor Dole said, “put the burden on par-
ents to request special meals. Yet many
parents, school administrators, and
teachers do not know these regulations
exist” (Dole, 1991).

Thus, parents need to be aware that
they are responsible for: (a) requesting
modification of their child’s meals, if
appropriate; and (b) providing the school
system with a doctor’s statement certi-
fying their child’s disability and de-
scribing the child’sspecial dietary needs.
If officials at the school are not familiar
with these regulations, parents should
contact their State school food service
director, who isusually employed by the
State education agency. If parents have
further questions or problems, they can
contact the Child Nutrition Division of
the Food and Nutrition Service of USDA
at 3101 Park Center Drive, Alexandria,
Virginia 22302 or call (703) 305-2620.

To address the special nutritional
needs of students with disabilities, Sena-
tor Dole also recommended the follow-
ing:

* greater coordination between teach-
ers, school food service personne!.
and children’s health care provid-
ers;

* more training of school staff in the
area of nutrition and meal modifi-
cation;

 greater disseminatic:. of the many
excellent manuals on special nutri-
tion already available, and

135

143




_*

* greaterattentiontonutritional needs
in the development of individual
education programs (IEPs). (Dole,
1991)

Because the IEP serves as a com-
munication tool between service pro-
viders, parents, and the student with a
disability, stating nutrition goals and
objectives inthe IEP, when appropriate,
“will facilitate instruction on dietary
needs and compliance™ (Horsley, Allen,
& White, 1991, p. 56).

Related Services under
Section 504

Under the IDEA, a student must be
enrolled in special education to be con-
sidered eligible for related services.
However, as was mentioned in the first
section of this NEWS DIGEST, there is
another federal law, Section 504 of the
Rehabilitation A~ of 1973 (P.L. 93-
112), which in many cases broadens a
student’s eligibility for related services.

The Office for Civil Rights (OCR)
is responsible for overseeing compli-
ance with the Section 504 regulations.
In order to ensure that the discussion in
this section is as accurate as possible,
NICHCY asked OCR to examine in
detail all information presented here in
regards to Section 504. In accordance
with OCR’s review, then, the following
discussion cites extensively from the
Section 504 regulations, the basis from
which OCR oversees compliance with
the law and from which school districts,
at times, must make decisions in re-
gards to the eligibility of students to
receive related services.

According to Section 504 of the
Act, State Education Agencies (SEAs)
and Local Education Agencies (LEAS)
receiving Federal funds cannot exclude
qualified individuals with disabilities
from participation in or the benefits of

“Section 504 does not require a student to be enrolled in
special education in order to receive related services.”

any program or activity offered by the
SEA or LEA. Regulations of the Act
also specify that a recipient of Federal
financial assistance operating a public
elernentary or secondary education pro-
gram must provide a free, appropriate
public education to each “qualified
handicapped person” within its juris-
diction.

The Section 504 regulation defines
a “handicapped person” as follows:

(1) *“Handicapped persons”
means any person who (i) has
a physical or mental impair-
ment which substantially lim-
its one or more major life ac-
tivities; (ii) has a record of
such an impairment, or (iii) is
regarded as having such an
impairment...

(2)(ii) “Major life activities

means functions such as car-

ing for one’s self, performing

manual tasks, walking, see-

ing, hearing, speaking, breath-

ing, learning, and working.

[34 Code of Federal Regula-

tions (CFR) Section 104.3(),

1988]

Under the Section 504 regulation:

“Qualified handicapped per-
son” means: ...[wlith respect
to ... elementary [and] sec-
ondary ... education services,
ahandicapped person (i) of an
age during which non-handi-
capped persons are provided
such services, (ii) of any age
during which it is mandatory

under state law to provide such
services to handicapped per-
sons, or (iii) to whom astate is
required to provide a free ap-
propriate putiic education
under Section £12 of the Edu-
cationof the Handicapped Act.
[34 CFR Section 104.3(k)(2),
1988]

The free appropriate public educa-
tion must meet the individual needs of
students who are “qualified handicapped
persons” as adequately as the needs of
students without disabilities are met.
Such an education, according to the
Section 504 regulation, can consist of
either regular or special education and
must include any related aids or services
necessary to provide a free appropriate
public education designed to meet the
individual student’s needs. The law
also requires that recipients of Federal
funds operating public elementary or
secondary education programs evaluate
any person who needs or is believed to
need special education or related ser-
vices because of disability. Thus, Sec-
tion 504 does notrequire a student to be
enrolled in special education in order
to receive related services.

The fact thatthe IDEA and Section
504 of the Rehabilitation Act define
eligibility for, and entitlement to, re-
lated services in different ways can com-
plicate how a school district decides if a
student is eligible for and/or must be
provided with services or not. School
districts can fulfill the requirements of
certain sections of the Section 504 regu-
lation by complying with the EHA (now

_IDEA) (Daniels, 1988).' However, it is

'A school district can satisfy the Section 504 regulation's "free appropriate public education” requirement by implementing an IEP developed
in accordance with the EHA [34 CFR Section 104.35(b)(2)]. Establishing a procedure consistent with the EHA for periodically reevaluating
students who have beeri provided with special education and related services is one way of complying with the Section 504 regulation's periodic
reevaluation requirement [34 CFR Section 104.35(d)]. A school district can comply with the Section 504 regulation's procedural safeguards
requirement by complying with Section 615 of the EHA (34 CFR Section 104.36).

144

136




re
£
.
E

%_

possible for a schoo! district to be in
violation of the Section 504 regulation
while still being in compliance with the
IDEA. This can happen when a school
district denies services to an individua!l
who has a disability not specified under
the IDEA but who is considered “handi-
capped” under Section 504. For ex-
ample, there are school districts that
have failed to administer medication to
students with Attention Deficit Disor-

. der(ADD), because ADD is not listed as

a handicapping condition under the
IDEA. However, such students may be
entitled to have the school district ad-
minister medication as a related service
under Section 504, if the student meets
the Section 504 definition of “handi-
capped person.”

Anindividuaiized evaluation would
need to be inade by a multidisciplinary
team tu determine whether the student
is “handicapped” within the meaning of
Section 504; that is, wheth< - the student
has an impairment which substantially
limits one or more major life activities
(e.g., learning). Once it is determined
that a student is handicapped within the
meaning of Section 504 and meets other
applicable eligibility requirements (such
as age requirements), public elemen-
tary or secondary education programs
receiving Federal financial assistance
are required by Section 504 to provide a
tree appropriate public education to that
student, without regard to the nature or

severity of the individual's disability.
The free appropriate public education
must include any related aids or ser-
vices, such as administering medica-
tion, that are necessary to meet the

-individual student’s needs.

Because the definition of disability
is broader under Section 504 of the
Rehabilitation Actthan underthe IDEA,
many parents whose children are ineli-
gible forrelatedservicesunderthe IDEA
are filing complaints with OCR, alleg-
ing that denial of related services denied
their children a free appropriate public
education. Itshould be noted that when
OCR investigates a complaint, it does
sosolely on the basis of cempliance with
the rules and regulations of Section 504.
OCR does not make findings of a school
district’s compliance or noncompliance
with the IDEA (Daniels, 1988). In
addition, an OCR investigation focuses
primarily on the process used to iden-

" tify, evaluate, and place students with

disabilities, rather than on whether the
program ultimately chosen by the dis-
trict was appropriate. Asthe Appendix
to the Section 504 regulation states:

Itis notthe intention of [OCR],
except in extraordinary cir-
cumstances, to review the re-
sult of individua! placement
and other educational deci-
sions, so long as the school
district complies with the ““pro-

cess” requirements of this sub-
part(concerning identification
and location, evaluation, and
dueprocess procedures). How-
ever, [OCR] will place a high
priority on investigating cases
which may involve exclusion
of a child from the education
system or a pattern or practice
of discriminatory placements
or education.

Anexample of a pattern or practice
of discriminatory placements or educa-
tion is a school district’s refusal to pro-
vide related services to any students
who are ineligible for such services
under the IDEA, even if those students
are “qualified handicapped persons”
under the Section 504 regulation.

Recent investigations have resulted
in OCR rulings that individuals who
have disabilities not specified in the
IDEA are often eligible for related ser-
vices under Section 504, In addition to
ADD, other examples that may be handi-
capping conditions under Section 504
are: alcohol and drug addiction (al-
though, under 1990 amendments tc the
Rehabilitation Act, a student who is
currently using alcohol! or illegal drugs
is no longer protected by Section 504
when the school district acts on the basis
of such use); communicable diseases
such as AIDS, and obesity (Cemnosia,
1991; “Georgia Challenges”, 1990).

Notice From the Office of Civil Rights:

Applicability of Section 504 of the Rehabilitation Actof 1973

The Office of Civil Rights (OCR) is concerned about two
widespread national problems that may seriously affect our
schools. One is the predicament of children whose families are

to Homeless and Drug-Exposed Children

homeless. The other is the plight of children who are born to tion.

mothers who have been exposed to drugs. Children who are
handicapped in these groups are covered under Section 504 of the

Rehabilitation Act of 1973.

Under the Section 504 implementing regulation. recipients of
Federal aid operating public elementary or secondary education
programs must annually undertake to identify and locate every
qualified handicapped person residing in the recipient's jurisdic-
tion who is not receiving a public education. Annually the school

persons and their parents or guardiaus of its duty under the
Section 504 regulation to provide a free appropriate public
education to each qualified handicapped person in its jurisdic-

Because of its importance, OCR included i¢ :ntification of
homeless and drug-exposed student populations for special

education and related services as one of the priority educa-

system must also take appropriate steps to notify handicapped offices.

tional equity issues in the FY 199! National Enforcement
Strategy. OCR has planned compliance and technical assis-
tancCe outreach activities in this area during the current fiscal
year. Persons needing additional information or technical
assistance are urged to contact any of OCR's ten regional
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Consistent with these rulings, school
districts must determine whether the
educational needs of students with such
disabilities are being met to the extent
that the needs of students without dis-
abilities are met (Daniels, 1988, p. 3).

The IDEA and Section 504 differin
another, important aspect besides their
definitions of “disability.” The IDEA:

...is a federal grant program.
authorizing federal funds to
states to assist them in the
provision of special education
and related services to “eli-
gible” students. Section 504
is a civil rights statute, pro-
hibiting discrimination on the
basis of handicap. (“Georgia
Challenges”, 1990, p. 208)

Therefore, although school districts
must comply with the regulations of
Section 504 if they want to retain Fed-
eral financial assistance, they do not
receive Federal fundsto pay for services
provided to students with disabilities
under Section 504.

Parents and professionals who are
interested in more information about
how Section 504 regulations affect the
provision of related services should con-
tact any of OCR's regional offices. If
you need assistance identifying the re-
gional office nearest you, please contact
NICHCY.

How Are Related Services
Obtained for Students?

Usually, the need for related ser-
vices is identified during the process of
evaluating a student for special educa-
tion. Because far-reaching decisions
are made based upon the evaluation of a
student with a suspected disability, it is
useful to know that both the IDEA and
Section 504 of the Rehabilitation Act
state that decisions about the educa-
tional program of a student may not be
based solely on the findings of a single
evaluation instrument. Rather, data

must come from a variety of sources,
including “aptitude and achievement
tests, teacher recommendations, physi-
cal condition, social or cultural back-
ground, and adaptive behavior” [34 CFR
Section 104.35(c), 1988). Furthermore,
data must be collected in all areas re-
lated to the student’s suspected disabil-
ity. This may include, where appropri-
ate, “health, vision, hearing, social and
emotional status, general intelligence,
academic performance, communicative
status, and motor abilities” (Arena,
1989, p. 23). Federal law also requires
that the evaluation must be conducted
by a multidisciplinary team, including
at least one teacher who is knowledge-
able in the area of the suspected disabil-
1,

not what the school district (local edu-
cational agency) can provide” (Arena,
1989, p. 15). Thus, the related services
needed by the student must be listed in
the IEP, regardless of whether the dis-
trict currently makes the services avail-
able. The IEP establishes the genuine
need to be met and must describe related
services according to:

+ theservice/s)needed (e.g., occupa-
tional therapy)

« the type of servicr (e.g., direct ser-
vice to the ct:iid; consulting ser-
vices to teachers or others)

« thetypeof service provider(s)(e.g.,
occupational theranist)

« the frequency and duration of the
service (e.g., two 45-minute peri-
dds per week).

“The IEP details the educational goals and objectives
Jor the student and lists ihe related services that are
necessary to help the student attain those goals and

objectives.”

The extensive nature of the evalua-
tion process should provide decision-
makers with the information they need
to determine an appropriate educational
program for the student. It also allows
them to identify the related services a
student will need. At this point, deci-
sion-makers — including the parents
and, where appropriate, the student —
sit down and write an Individualized
Education Program (IEP) for the stu-
dent. The IEP details the educational
goals and objectives for the student and
lists the related services that are neces-
sary to help the student attain those
goals and objectives. It is useful to note
that related services personnel are not
required to participate in the IEP meet-
ing. However, it is appropriate for them
to participate or otherwise take part in
IEP development. The written findings
and recommendations of related ser-
vices personnel should become part of
the child’s evaluation report.

“The IEP...is formulated as a team
effort, based on what the child needs -

The IEP then serves as a written
commitment for delivery of services to
meet astudent’s educational needs. The
school district must provide all of the
services specified in the IEP, in the
amount and degree specified. Changes
in the amount of services listed in the
IEP cannot be made without holding
another IEP meeting. However, if there
is no change in the overall amount of
service, some adjustments in schedul-
ing of services should be possible with-
out the necessity of another IEP meet-
ing.

The above description of the evalu-
ation process, IEP development, and
the specification of related servicestobe
delivered to a student with a disability
assumes that the student was found
eligible for special education and re-
lated services. What happens when
things don’t go so smoothly? For ex-
ample, the school district may deter-
mine, via its evaluation, that the student
does not require special education and,
thus, is ineligible under the IDEA for




related services. Or perhaps the parents
are dissatisfied with the way that related
services are being provided to their child
or believe that their child needs related
services that the school district does not
provide or feels are unnecessary. What
happens then?

Here are some points parents may
want to bear in mind in such situations
(Education Law Center, 1985; U.S.
Department of Education, 1986):

1. The IDEA enumerates proce-
dural safeguards that school districts
must adhere to in the delivery of educa-
tional services (see Gerry, 1987). These
safeguards establish due process proce-
dures through which parents and chil-
dren with disabilities can resolve differ-
ences with the school district (34 CFR
§300.500 - §300.514, 1988)." Among
the procedures are: the right to an inde-
pendent evaluation at public expense,
the right to an impartial due process
hearing, the right to an administrative
appeal and impartial review of the evi-
dence, and the right to take civil action.

2. Therefore, if the school district
determines that a student with a disabil-
ity does not require special education
and denies that student related services,
parents may request that the district pay
for an independent evaluation. If the
district should refuse this request, par-
ents may ask for a hearing before an
impartial hearing officer to resolve this
difference.

3. The parents can also decide to
pay for the independent evaluation pri-
vately. In this case, they should receive
a written evaluation report specifying
(a) the problem the child has; (b) pre-
cisely how that problem affects the
child’s ability to make progress toward
the goals of his or her IEP; (¢) recom-
mendationson thetype of service needed,
the way itshould be provided, how often
and for how long, and the type of per-
sonnel who should deliver the services;
and (d) a description of the goals of the
related service program that is recom-
mended. The school district must take
the results of the private evaluation into
account when making a decision about

a student’s eligibility for related ser-
vices.

4. Parents may also wish to nego-
tiate with the school district to see if the
student is eligible for related services
under Section 504 criteria. If parents do
not agree with the district’s decision,
again, they can ask that a hearing of-
ficer review the evidence. As a final
step, parents can also file a complaint
with the regional office of the Office of
Civil Rights (OCR). An OCR hearing
officer will alsoreview the evidence and
decide if the district is obligated to
provide the related services.

5. When a student’s need for re-
lated services is not linked to his or her
ability to benefit from specizal education
and is, therefore, not part of the IEP,
parents have other options apart from
the school system. For example, par-
ents may seek services from rehabilita-
tion organizations, private therapists,
medical organizations, clinics, and other
agencies.

This latter point may be important
for parents to consider when trying to
obtain related services for their child
with a disability. Although parents do
have due process rights which they can
invoke when differences withthe school
district arise, they should be aware the
problems can often be worked out infor-
mally. “Due process can be expensive,

time-consuming, and frustrating”
(Callanan, 1990, p. 286), so it is cer-
tainly worthwhile for parents to try first
to resolve problems with the district in
a less confrontational way. Many states
have alternatives to the formal appeal
process, including conciliatory confer-
ences, administrative reviews, and me-
diation. Flexibility and reasonableness
are key factors in working out differ-
ences, and compromise on the parts of
both the parents and the school district
may be necessary. There are many
benefitsto resolving differences through
compromise and mediation. Notonly is
time saved and the cost of litigation
avoided, but the relationship between
parents and the school district will re-
main a working one, where communi-
cation is still open, people are still taik-
ing, and future decisions are not made
impossible by past differences.

How Are Related Services
Delivered?

The district decides how the ser-
vices enumerated in the {EP will be
delivered to the student. The district
may provide these services through its
own personnel resources, but if this is
not possible, they may contract with
another public or private agency, which
then provides the services.
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“There must be communication between the IEP team
and the related service provider(s) to ensure that services
are being delivered as specified and that the student is

making progress.”

There are two kinds of related ser-
vices interventions offered by schools to
meet the range of student needs. These
can be defined as follows (Association
for Retarded Citizens/Minnesota, 1989,
pp. 3-4):

« Direct Therapy refers to hands-on
interactions between the therapist
and the student. These interactions
can take place in a variety of set-
tings. The therapist analyzes stu-
dent responses and uses specific
techniques to develop or improve
particular skills. The therapist
should also monitor the student’s
performance withinthe educational
environment and consult with
teachers and parents on an ongoing
basis, so that some strategies can be
carried out through indirect means
at other times.

o Indirect Therapy refers to teach-
ing, consulting with, and directly
supervising other team members
(including paraprofessionals and
parents) so that they can carry out
therapeutically-appropriate activi-
ties. Trained assistants, such as a
certified Occupational Therapy
Assistant, are sometimes employed
to share in the delivery of related
services. Three essentials of indi-
rect intervention are: (a) the inter-
vention procedure is designed hy
the therapist for an individual stu-
dent; (b) the therapist has regular
opportunities to interact with the
student; and (c) the therapist pro-
vides ongoing training, follow-up,
and support to staff members and
parents.

One type of service intervention is
not necessarily better than the other.
The type of service provided depends
upon the student’s needs and educa-
tional goals, and the skills and avail-

ability of school staff. Ellen Siciliano, a
Parent Involvement Coordinator for the
Pennsylvania Department of Education,
Bureau of Special Education, sees a
trend toward indirect therapy interven-
tions for some related services. She
says:

Some parents object to this,

feeling that :heir children

should have the direct atten-
" tion of a therapist for all con-
tacthours. My own opinion is

that indirect or consultative

forms of therapy are useful.

When my daughter was in

school, a therapist worked

with me, so that | could work

with my daughter, and this

was beneficial. In rural

schools, this kind of service

may be very important in en-

suring that children receive

these services. (Siciliano,
personal communication, Sep-

tember 20, 1990)

In small and rural districts, often
there are not sufficient numbers of eli-
gible students to justify employing a
full-time therapist, or requirements
across schools in a district may add up
to the need for one related service pro-
vider. In such cases, the district may
employ one specialist to move from
schoolto school, or several districts may
use acooperative approach, pooling their
resources to hire personnel who travel
amongdistricts to provide services. The
term itinerant services is used to de-
scribe this type of service provision, but
it refers to the deployment of personnel,
notto aspecific type of service interven-
tion.

How Are Related Services
Coordinated?

The IDEA requires that a
multidisciplinary team perform an
evaluation of a student to determine his
or her eligibility for special education
and related services. Likewise, a
multidisciplinary team mustbe involved
in any placement decisions. This team
generally consists of a representative of
the public agency who is qualified to
provide or supervise the provision of
special education and/or related ser-
vices, the student’s teacher, one or both
of the student’s parents, the student
(where appropriate), individuals whose
input-is requested by either the parents
or the public agency, and a member of
the evaluation team who is knowledge-
able about how the evaluation was con-
ducted and its findings (Arena, 1989).
The student’s IEP is developed through
the joint efforts of these individuals, and
necessary related services are specified.

Obviously, the process of develop-
ing an [EP can be complicated, requir-
ing many people to interact and coordi-
nate their efforts. Many school districts
appoint a school staff member (such as
ateacher, psychologist, or counselor) to
act as coordinator or case manager of
the IEP process for an individual stu-
dent or for all children with disabilities
inaschool. This is not required by law,
but it helps the school district manage
the complicated task of evaluating stu-
dents and developing IEPs. The kinds
of activities that a coordinator or case
manager might do include:

« coordinating the multidisciplinary
evaluation;

+ collecting and synthesizing evalu-
ation reports and other relevant
information that might be needed
to the IEP meeting;

. communicating with parents; and

«» conducting the IEP meeting (U.S.
Departinent of Education, 1986).
Beyond development, however,

there is implementation of the 1EP.
Depending on the nature of the related
services to be provided, many other
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professionals may become involved on
behalf of the student with a disability.
This may include one or more thera-
pists, a special educator, classroom
teachers, counselors, the school princi-
pal, paraprofessionals, and others. These
individuals work notonly with the child,
but also with the family and community
resources. Furthermore, there must be
communication between the IEP team
and the related service provider(s) to
ensure that services are being delivered
as specified and that the student is mak-
ing progress. If the student is not pro-
gressing as expected, adjustments in his
or her program must be made. The IEP
team would need to be involved in any
such decisions, and the new plan would
need to be communicated to the related
services personnel.

Thus, it is highly desirable that
related services be delivered in educa-
tional settings through a team approach.
Related services are not to be isolated
from the educational program. Rather,
they are to be related to the educational
needs of students (Association for Re-
tarded Citizens/Minnesota, 1989). The
interactions of professional staff, con-
sultants, community, and family,
brought together in the delivery of re-
lated services for a student, underscore
the usefulness of a case management
approach in which a team leader coordi-
nates and orchestrates services on be-
half of the student.

How Are Related Services
Funded?

Under P.L. 94-142 and its amend-
ments, including the recently passed
IDEA, students with disabilities are
entitied to a free appropriate public edu-
cation. State education agencies are
responsible for assuming the costs of
that public education, and no costs of
implementing the IEP for school-aged
students can be passed on to parents or
guardians. This includes the provision
of related services. Students and their
families are entitled to receive these
services at no cost to themselves.

Funding of related services, of
course, presents schools with an enor-
mous fiscal obligation. While districts
receive federal funds through the IDEA
to assist them in providing special edu-
cation programs and related services for
students with disabilities, the costs can

the IDEA, to pay the costs of special
education and related services? Since
the enactment of the original EHA (P.L.
94-142), several new sources of funding
have emerged. The Medicare Cata-
strophic Coverage Act became Public
Law 100-360on July t, 1988. Although

“(Eligible) students and their families are entitled to
receive (related) services at no cost to themselves.”

nonetheless become quite staggering.
However, “nowhere in the law is there a
provision that could be construed as
relieving a school system of its respon-
sibility to provide a free appropriate
public education even if sufficient
funds...arenotavailable” (“Related Ser-
vices: Funding and Personnel”, 1988,
p. 3). Even before the passage of the
EHA, the landmark case of Mills v.
Board of Education of the District of
Columbia (1972) affirmed that school
districts are responsible for meeting the
educational needs of students with dis-
abilities. The school board in Mills
argued that it could notafford to off: an
appropriate education to all its students
with disabilities. The court responded
that whatever inadequacies existed in
the school system could not be allowed
to impact more heavily on the excep-
tional child than on a child without
disabilities.

Although courts appear to becom-
ing more aware of the costs involved in
providing related services, the tendency
is to consider the appropriateness of
different educational options and the
costs of each, as in the Clevenger v. Oak
Ridge School Board(1984)case. There,
the 6th U.S. Circuit Court of Appeals
said, “Cost considerations are only rel-
evant when choosing between several
options, all of which are for an “appro-
priate” education. When only one is
appropriate, then there is no choice.”

Clearly, a school district's respon-
sibility to students with disabilities is
extensive and expensive. What other
funding sources are available, besides

this legislation primarily concerned
Medicare and has been repealed, it also
contained an amendment to the Social
Security Act that affects Medicaid
(which is a joint federal-state program
providing health care services for low-
income persons). The 1988 amend-
ments authorize Medicaid reimburse-
ments for Medicaid-coveredrelated ser-
vices in the IEPs of Medicare-eligible
students with disabilities. The Omni-
bus Budget Reconciliation Act of 1989,
which furtheramended the federal Med-
icaid statute, also provides that treat-
ment needs recommended through
Medicaid’s Early and Periodic Screen-
ing Diagnosis and Treatment process
(EPSDT) “must include any services
that are available under Medicaid, re-
gardless of whether the state has opted
to include such service as part of its
Medicaid state plan” (*Can Medicaid”,
1990, p. 161). As aresult, some school
districtsarenow receiving funds through
Medicaid for certain related services
that are provided in the public schools.
An example of this can be drawn from
the case of Melissa, an eleven year old
whose disabilities were so severe she
required the services of a trained nurse
twenty-four hours a day. She attended
public school uder district funding and,
byallaccounts,. otonly benefited greatly
herself but also provided a very positive
example to her classmates by her enthu-
siasm and her determination to learn
and succeed. Melissa’s parent sought a
federal court ruling to require the U.S.
Department of Health and Human Ser-
vices (HHS) to use Medicaid funds to
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“Another potential funding source that has come into
use in the last decade is third-party billing.”

pay for the nursing services needed by
Melissa while she was in school. HHS
denied responsibility on the basis that
Medicaid regulations stipulate that pri-
vate nursing care was not covered by
Medicaid for locations outside of a hos-
pital, a nursing facility, or a recipient’s
home. However, the appellate court
found in favor of Melissa, saying that
when Medicaid legislation was enacted
two and a half decades ago, the assump-
tion may have been widely accepted that
a person needing a private duty nurse
would be confined to the locations men-
tioned in the regulations. Fortunately,
that assumption is no longer true in
today’s society. “Rather, private duty
nursing is today understood as “setting
independent,” referring to a level of
care rather than to specific locations
where the care can be provided™ (“Can
Medicaid”, 1990, p. 161). Thus, the
cost of the private duty nurse needed by
Melissa while attending school was bill-
able to Medicaid-(Detsel v. Sullivan,
1590).

Another potential funding source
that has come into use in the last decade
is third-party billing. Third-party bill-
ing means that parents of students with

disabilities use their private health in-
surance to pay for the individual evalu-
ations or related services that their child
receives. The idea of third-party billing
arose out of somewhat ambiguous regu-
lations under both EHA and Section
504 that state that insurers are not re-
lieved of their obligation to “provide or
pay for services provided to a handi-
<apped child” [34 CFR § 300.301(b),
1988). Third-party billing has been
seen as a promising way for school
districts to pay for related services, but
it has also become controversial. As
early as 1980, the U.S. Department of
Education released a policy interpreta-
tion stating that educational agencies
could not compel parents ofa child with
a disability to file an insurance claim
that would pose a realistic threat to the
parents in terms of financial loss. Ex-
amples of financial loss include, but are
not limited to: (1) decreases in available
lifetime coverage or other insurance
benefits; (2) increases in insurance pre-
miums; (3) discontinuation of the insur-
ance policy; or (4) out-of-pocket ex-
penses such as deductibles. However,
the Department of Education did state
that districts may require parents to file

an insurance claim when: (a) doing so
would not result in cost to the parents;
and (b) the district ensures that parents
do not have to bear even a short-term
financial loss, such as paying a deduct-
ible. In the latter case, the school dis-
trict “may insist that the parents file a
claim if it {the school district] pays for
the services and the deductible in ad-
vance” (U.S. Department of Education,
1980, p. 86390).

Many of the same points were reit-
erated in a 1990 OSEP letter.  This
letter adds a point concerning the finan-
cial loss to parents that results when
filing an insurance claim leads to in-
creased insurance premiums. The OSEP
letter states that:

...if a public agency offers to
pay the increased premiums,
the parent would incur no fi-
nancial loss and, therefore,
could be required by the pub-
lic agency to file an insurance
claim. A parent's refusal to
file an insurance claim, even
where doing so would result
in no financial loss, does not
relieve the obligations of the
public agency to provide
FAPE [free appropriate pub-
lic education] to the parent’s
child who is handicapped.
(Newby, 16 EHLR 549)

The Office of Civil Rights (OCR)
has also become involved in the contro-
versy over third-party billing. OCR
investigations into how some school
districts were using third-party billing
to pay for diagnostic and evaluative
services revealed that parents were not
adequately informed as to (a) the poten-
tial consequences and costs of billing
their insurance companies, or (b) their
right to refuse taking such action. Both
OCR and OSEP — and recently the
Office of Special Education and Reha-
bilitation Services (OSERS) — have
confirmed the original Department of
Education’s policy that “without par-
ents’ voluntary consent to bill their in-
surance, districts cannot obtain reim-
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bursement through private insurance
carriers” (“Third-party Benefits”, 1990,
p- 5). Moreover, parents should be
aware that a district may not terminate
services to a student with a disability if
parents refuse to file an insurance claim.

The policy interpretation issued by
the U.S. Department of Education in
1980 does allow parents to voluntarily
use their insurance benefits to pay for
related services for their child. The
district, however, must be able to prove
that parents truly are cooperating vol-
untarily, rather than because they fear
their child will otherwise not receive
needed services.

Even where parents allow third-
party billing, the district may still not be
able to get reimbursed by insurance
companies for providing related ser-
vices. Some insurance policies specifi-
cally exclude coverage of services that
the insured can obtain free under fed-
eral, state, or local laws. Ina 1990 court
case (Chester County Intermediate Unit
v. Pennsylvania Blue Shield), pareuts
seeking reimbursement from their in-
surance company claimed that the EHA
forbids insurers from excluding cover-
age for related services. The Court,
however, found that the regulations of
the EHA (now IDEA) do not bind pri-
vate insurers( 16 Education ofthe Handi-
capped Law Report[EHLR]925). Thus,
insurance companies are within their
rights to exclude from coverage related
services that should be provided free of
cost to students with disabilities under
the IDEA. Needless to say, this repre-
sents another obstacle to school districts
seeking to pay for related services
through third-party billing.

Are There Shortages of
Personnel for Related
Services?

The answer is: Yes. The shortage
of related services personnel is a recur-
ring theme in state data on special edu-
cation programs and related services.
For example, in a survey conducted by

the University of Maryland (Smith-
Davis, Burke, & Noel, 1984), 36 states
reported major shortages of physical
therapists. In 1986, the number of
states reporting shortages in this area
had risen to 47 (McLaughlin, Smith-
Davis, & Burke, 1986). These results
are not unusual. Personnel reported to
be in the shortest supply are occupa-
tional therapists, physical therapists,
psychologists, counselors, social work-
ers, and speech/language pathologists
(Office of Special Education Programs,
Division of Innovation and Develop-
ment, 1990). The results of these and
several other recent studies (National
Easter Seals Society, 1988; Nicholas,
1990; Smith, 1990) attest to the prob-
lems that school districts face in find-
ing, hiring, and keeping personnel in
these important related services areas.

Salaries, of course, are a factor in
these shortages, inasmuch as hospitals
and private agencies can often offer
greater compensation than can schools.
But other factors include the lack of
trained applicants for school positions
and competition with other agencies
who provide related services to the eld-
erly population, infants at risk, and
accident trauma victims. Mr. Reynaud,
Director of Special Education for the
Park Hill School District and President
of the Council for Exceptional
Children’s Council of Administrators

of Special Education (CASE), describes
how this very problem is affecting his
district’s ability to provide related ser-
vices.

Over the years, our district has

had an arrangement with St.

Luke’s Hospital in Kansas City

to obtain OT and PT services

on contract from its commu-

nity-based program. This sum-

mer, St. Luke’s called to say

that they could no longer con-

tract withus, because they were

experiencing difficulty find-

ing OTs and PTs to meet just

the demands of their hospital

services, not to mention their

community programs. When

a big organization like St.

Luke's says something like

that, you listen. (Reynaud,

personal communication, Au-

gust 3, 1990)

Not only are vacancies difficult to
fill in many districts, but the scarcity of
personnel leads to heavier case loads for
those who are employed. To improve
assessment and treatment, increase stu-
dent contact hours, and allow more ser-
vices for students who need them most,
additional personnel time is certainly
needed (Office of Special Education
Programs, Division of Innovation and
Development, 1990). There is also a
pressing need to hire school-employed
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“ .. Personnel shortages impact greatly on the school
district's ability to provide related services to students

with disabilities.”

related service providers. rather than
obtaining them through contractual ar-
rangements with other agencies, as is
often the case at present. However,
many therapists are trained predomi-
nantly for clinical work and often prefer
clinical rather than school settings. As
demographics in the United States
change, the shrinking representation of
minorities in teaching and related ser-
vices is also of concern.

All of these personnel shortages
impact greatly on the school district’s
ability to provide related services to
students with disabilities. “The worst
impact,” says Dr. Lowell Harris, Direc-
tor, Division of Exceptional Children’s
Services for the North Carolina Depart-
ment of Public Instruction, “is to know
that children need services and the very
disturbing knowledge thatservices can't
be provided appropriately, even though
there are funds to provide them.” He
adds, “The most poignant problem arises
when a therapist leaves. Then the pro-
longed difficulty of finding a therapist
begins: children have already been re-
ceiving services, but the services are
taken away. That’s where the hearings
come in.” (Harris, personal communi-
cation, August 3, 1990).

By “hearing,” Dr. Lowell is refer-
ring to the legal right of parents to lodge
a complaint against a school district
when related services are not being pro-
vided to their child. A hearing is con-
vened to review the evidence and deter-
mine if, indeed, the child is eligible tc
receive the disputed services and, if so,
what has happened that they are not. It
is clear from recent court cases and
investigations by the Office of Civil
Rights (OCR) that, regardless of staff-
ing difficulties, school districts are re-
sponsible for providing the services stu-
dents need. For example, a school dis-
trict on Michigan’s eastern Upper Pen-

insula found itself unable to hire and
retain qualified physical therapists and
speech pathologists, due in part to the
district’s isolated location. The district
searched for candidates through post-
ing vacancy notices in newspapers and
in college placement offices, and tried
unsuccessfully to establish a contrac-
tual agreement with a neighboring
school district and a local sports medi-
cine clinic to use their physical therapist
services. A complaint was lodged
against the district for failing to provide
physical and speech therapy to a boy
with cerebral palsy and other students
with multiple disabilities. OCR inves-
tigated the complaint and held the dis-
trict in violation of its requirements.
OCR then ordered the school district “to
take any measures available, such as
contracting for services outside the im-
mediate geographic area, to provide
services to the children” (“Related Ser-
vices: Funding and Personnel”, 1988,
p- 2).

In Conclusion:
Addressing the Problems
Together

Without a doubt, many school dis-
tricts face very real problems in meeting
their responsibility of providing the re-
lated services needed by school-aged
children with disabilities. Chiefamong
these problems are a shortage of person-
nel to provide related services and a

shortage of monies to fund them. While
school districts are required by federal
law to provide related services, con-
structive action is needed on the parts of
parents, practitioners, and school ad-
ministrators in order to improve the
situation. Here are some suggestions
for action that can ease the budget and
personnel crunch experienced by many
school districts, without sacrificing the
welfare of students who require related
services in order to benefit from their
education.

1. Write a complete [EP. Related
services needed by a student should be
listed in the IEP. Not listing related
services in the IEP leads to inaccurate
reporting of needed personnel in na-
tional and state data collection efforts,
which distorts the true picture of the
supply/demand problem. Therefore, the
documentation of related services and
personnel needs begins with the IEP. If
that documentation is faulty, under-
standing of supply/demand becomes
skewed. Plans that are made based upon
this documentation are similarly skewed,
and the problem of personnel shortages
is perpetuated.

2. Walk ineach other s shoes. The
shortage of personnel and monies is
real. There are simply not enough quali-
fied related services personnel to fill all
vacancies. At the same time, the news
is filled with reports of school districts
that cannot pay for the educational ser-
vices they are required by law to pro-
vide. Parents, understandably, find it
unacceptable that difficulties may exist
inmeetingtheirchild’s legitimate needs.
The law, after all, guarantees their
child’s right to a free appropriate public
education. Many parents may hold the
view that the difficulties faced by school

“. .. Parents and school personnel need to develop a
mutual recognition of the facts of their own district,
appreciate the frustration that all parties have in this
predicament, and work together rather than against each
other to develop services for children.”

144




Q

ERIC

Aruitoxt provided by Eic:

districts in terms of personnel and fund-
ing are the school district’s concern,
while the child’s welfare is the parent’s
concern. Ultimately, however, the dif-
ficulties school districts face impact most
upon those individuals who need the
services — namely, eligible students
with disabilities.

Addressing parents, Callanan
(1990) cautions: “It’s importantto know
and safeguard your legal rights. It can
be a mistake, however, to misuse them
orto view your relationship with profes-
sional educators as one-way, in which
they give and you take... Positive par-
ticipation on your part will further your
child’seducation muchmoreeffectively
than a series of avoidable confronta-
tions” (p. 249). Thus, parents and school
personnel need to develop a mutual
recognition of the facts of their own
district, appreciate the frustration that
all parties have in this predicament, and
work together rather than against each
other to develop services for children.
Both parties are interested in the wel-
fare of the student with a disability, and
so both parties need to concern them-
selves with the issues of funding and
personnel shortages.

3. Improve coordination of ser-
vices and responsibility-sharing. No
single agency alone can handle the in-
creasingly complex needs of children.
There is a major and growing need for
coordination of services. for resource
and program sharing, and for new pat-
terns of interagency collaboration and
cooperative services involving schools,
mental health, human services, welfare,
health agencies, juvenile justice, home-
less centers, and other services. Often,
coordination and cooperation can be
achieved more effectively at the grass-
roots level, with the assistance and in-
volvement of concerned citizens, par-
ents, and professionals. rather than
through state and federal mandates.

4. Become a creative networker.
There are many ways of finding services
and establishing opportunities that go
beyond what the school district offers to
your child or youth with adisability. Be
creative in building a team that utilizes

the many resources available within
your school and community. These
resources can offer valuable learning
experiences for your child. Become a
networker. Talk to people such as read-
ing specialists in the school, the chair-
person of volunteer activities in the
school or community, club leaders, li-
brarians, and individuals involved in
school or community sports programs.
Explore what opportunities can be cre-
ated for your child in recreational or
after-school activities. Many parents
have succeeded in networking with
people within and outside of special
education who are willing to involve
children and youth with disabilities in
activities offered by their club, organi-
zation, or place of employment. Be-
coming involved in school and commu-
nity activities can give individuals with
disabilities the opportunity to grow and
learn academically, vocationally, and
socially.

5. Take constructive action. Local
parents, practitioners, and principals
can activate entire communities in plans
tostaffthe schools withexcellent people.
Among the strategies that can be carried
out, both in rural and urban areas, are:

« encouragement of local students to
enter careers in special education
and related services;

. roles for high school students as
tutors and aides;

negotiations with higher education
institutions anywhere in the coun-
try to place student teachers and
interns in the district;
development of community-wide
and school-based incentives and a
welcoming atmosphere to attract
new personnel;

planning with local businesses to
offer jobs to spouses of teachers
who might relocate;

acquiring and/or raising scholar-
ship funds for promising young
people who will return to the com-
munity after completing profes-
sional training;

arrangements with higher educa-
tion to deliver locally-based train-
ing to increase the population of
aides and assistants in the schools,
and to provide career ladders
whereby these personnel can ac-
quire professional credentials;
human-centered interagency coop-
eration that can extend and enrich

. services to all children;

planned agendas of school improve-
ment and community pride activi-
ties that will make your town a
better place to live and work.
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) The following information was selected from numerous resources abstracted in N/ICHCYs database.

B8 If youknow ofa group which provides information about related services to families, professionals, or the general

public or which develops materials and programs in this area, please send this information to NICHCY for our
resource collection and database. We would appreciate this information and would share it with others.

You can obtain many of the documents listed below through your local library. Whenever possible, we
have included the publisher’s address or some other source in case the publicatior. is not available in your area.
The organizations listed are only a few of the many that provide various services and information about related
services to families and professionals.

Additional publications and information are also available from state and local parent groups and state
and local affiliates of many major disability organizations. Please note that these addresses are subject to change
without prior notice. If you experience difficulty in locating these documents or organizations, or if you would
like additional assistance. please contact NICHCY. Finally, you may find NICHCY’s State Resource Sheet for
your state or territory helpful in contacting other resources of information.

You may obtain copies of the laws discussed by writing to your Congressional Representative. Federal

| regulations are available by writing to Superintendent of Documents, U.S. Government Printing Office,
Washington, D.C. 20402. There is usually a charge for documents. It is important that you include the title of

the regulations you are seeking.

BIBLIOGRAPHY

General Interest

Baer. M. (1990). MNwtrition care guidelines, Region IX. Los
Angeles. CA: UAP Center for Child Development and Devel-
opmental Disorders. (Available from UAP Center for Child
Development and Developmental Disorders, Children’s Hospi-
tal-Los Angeles. Los Angeles. CA 90054. Telephone: (213)
660-2450.)

Center for Consumer Healthcare Information. (1991). /99! Case
management resource guide. Irvine. CA: Author. (Available
from Center for Consumer Healthcare Information, 1821 E.
Dyer Road, Santa Ana, CA 92705. Telephone: (714) 752-
2335)

Center tor Recreation and Disability Studies. (n.d.). The parent
training guide to recreation. Chapel Hill, NC: Author.
(Available from the Center for Recreation and Disability Stud-
ics. Curriculum in Leisure Studies and Recreational Adminis-
tration. 730 Airport Road. Suite 204, University of North
Carolina at Chapel Hill. CB# 8145. Chapel Hill. NC 27599-
8145)

Children’s Defense Fund  (1989). 94-142 and 304 Numbers that
add up 1o educattonal rights for children with disabilities.
Washington. DC: Author. (Available from Children’s Defense
Fund. 25 E Street N.W.. Washington. DC 20001. Telephone:
(202) 628-8787)

Clarke, P.N.. & Allen, A.S. (1985). Occupanional therapy fcr
children. St. Louis: C.V. Mosby Company. (Available rom
C.V. Mosby Company, 11830 Westline Industrial Drive. St.
Louis, Missouri 63146. Telephone: 1-800-325-4177.)

Colorado State Pupil Transportation Association Special Education
Committee (CSPTA-SPED). (compiler). (1991). Transport-
ing the special needs student. Lakewood, CO: Author. (Avail-
able tfrom Janine Moreland, CSPTA-SPED Committce Chair.
Jefferson County Schools, 809 Quail Street, Building 2. Lake-
wood. CO 80215. Telephone: (303) 674-5516.)

Enders, A.. & Hall. M. (Eds.). (1990). Assistive technology
sourcebook. Washington. DC: Resna Press. (Available from
Resna Press, 1700 N. Moore Street, Suite 15401, Arlington, VA
22209. Telephone: (703) 542-6686.)

Fraser, B.A.. Hensinger, R.N., & Phelps. JLA. (1987). Physicul
management of muluple handicaps: A professional’s guide.
Baltimore: Paul H. Brookes. (Available from Paul H. Brookes
Company. P.O. Box 10624, Baltimore, MD 21285-0624. Tele-
phonc: 1-800-638-3775.)

Giangreco. M.F. (1986). Delivery of therapeutic services in special
cducation programs for lcarners with severe handicaps. Physi-
cal and Orcupational Therapy in Pediatrics. 6(2). 5-15.

156

1

-

[

8




Q

ERIC

Aruitoxt provided by Eic:

S

Giangreco. M.F. (1986). Effects of integrated therapy: A pilot study.
Journal of the Association for Persons with Severe Handicups,
11(3). 205-208. (Available from TASH. 11201 Greenwood
Avenue North, Scattle. WA 98133))

Giangreco, M.F.. Edeleman. S.. & Dennis. R. (1991). Common
professional practices that interfere with the integrated delivery
of related services Remedial and Special Education. 12 (2).
16-24.

Giangreco. M.F.. York. J.. & Rainforth, B. (1989). Providing related
services to lcarners with severe handicaps in educational set-
tings: Pursuing the least restrictive option. Pediatric Physical
Therapy, 1(2). 53-63.

Gillett, E.S. (compiler).

(1990. March). Nutrition education

resources for mentally handicapped developmentally disabled -

students. Columbus. OH: Ohio State University. (Available
from the Nisonger Center Publications Department. Ohio State
University. 1581 Dodd Drive, Columbus, OH 43210. Tele-
phone: (614) 292-8365.)

Graff. J.C.. Ault. M. M.. Guess. D.. Taylor. M., & Thompson. B.
(1990). Health care for students with disabilities: An ilus-
trated medical guide for the classroom. Baltimore, MD: Paul
H. Brookes.

Grosse. S. (Ed.). (1989). The best of practical pointers. Reston.
VA: American Alliance for Health, Physical Education. Recre-
ation and Dance. {Available from AAHPERD, 1900 Associa-
tion Drive, Reston. VA 22091. Telephone:(703) 476-3481.)

How to obtain funding for augmentative communication devices.
(1989). Wooster. OH: Prentke Romich Company. (Available
from Prentke Romich Company. 1022 Heyl Road. Wooster, OH
44691. Telephone: 1-800-262-1984.)

Relley, I D.. & Frieden. L. (Eds.). (1989). Go for it! A book onsport
and recreation for persons with disabilities. Orlando: Harcourt

Brace Jovanovich. (Available from Harcourt Brace Jovanovich,
Orlando. FL 32887.)

Kreb, R.A. (1991). Third party payvment for funding special
education and related services. Horsham, PA: LRP Publica-
tions. (Available from LRP Publications. 747 Dresher Road.
P.O. Box 980. Horsham. PA 19044-0980.)

Levine. S.P.. Sharow. N., Gaudette. C., & Spector. S. (1983).
Recreation experiences for the severely impaired or non-
ambulatory child. Springfield. [L.: Charles C. Thomas. (Avail-
able from Charles C. Thomas, 2600 South First Street. Spring-
field. IL 62717.)

Licbmann, M. (1986). Art thes apy for groups. Cambridge. MA:
Broakline. (Available from Brookline Books. P.O. Box 1046.
Cambndge. MA 02238.)

Ludins-Katz. F.. & Katz, E. (1990). Art and disabilities- Establish-
ing the Creative Art Center for people with disabilities. Cam-
bridge. MA: Brookline Books. (Available from the National

Institute of Art and Disabilities. 551 23rd Street. Richmond, CA
94804.)

McCcnkey. R. (1985). Working with parents- A practical guide for
teachers and therapists. Cambridge. MA: Brookline. (Avail-
able from Brookline Books. P.O. Box 1046, Cambridge, MA
02238.)

McElheron. M. (1991). [ am special: Building life skills through
music. Redding. MA: Addison-Wesley. (Available from
Addison-Wesley Publishing Co.. Order Department. One Jacob
Way. Redding, MA 01867. Telephone: 1-800-447-2226.)

Orelove. F., & Sobsey. R. (1991). Educating children with multiple
disabilities: A transdisciplinary approach (2nd ed.). Balti-
more: Paul H. Brookes. (Available from Paul H. Brookes
Publishing Company. P.O. Box 10624, Baltimore, MD 21285-
0624. Telephore: 1-800-638-3775.)

Polsgrove. L.. & McNeil. M. (1989, January/February). Consulta-
tion process: Research and practice. Remedial and Special
Education, 10(1). 6-13, 20.

Rainforth. B.. & York, J. (1987). Integrating related services in
community instruction. Journal of the Association for Persons
with Severe Handicaps. 12(3), 190-198. (Available from
TASH, 11201 Greenwood Avenue North, Seattle. WA 98133.)

Rainforth. B.. York. J.. & Macdonald. C. (1992). Collaborative
teams for students with severe disabilities: Integrating therapy
and educational services. Baltimore, MD: Paul H. Brookes.

Ratzlaff, L.A. (Ed.). (1989). Special education compliance: Gud-
ance from the LS. Office of Special Education (Volumes 1 and
2). Alexandria, VA: Capitol Publications.

RESNA Technical Assistance Project. (1992). Assistive technology
and the individualized education program. Arlington, VA:
Author. (Available from RESNA. 1700 N. Moore Street, Suite
1540. Arlington. VA 22209. Telephone: (703) 542-6686.)

Review of most important court cases in 1990: No precedent shatter-
ing decisions rendered. (1991. June). Liaison Bulletin, 17(5).
1-8. (Available from National Association of State Directors of
Special Education. Inc., 1800 Diagonal Road. Suite 320. Alex-
andria. VA 22314))

Roberts, T. M. (1988). Encouraging expression The arts in the
primary curriculum. Baltimore, MD: Paul H. Brookes.

Rodriguez, S. (1984). The special artist's handbook. Art activities
and adaptive aids for handicapped students. Palo Alto. CA:
Dale Seymour. (Available from Dale Seymour Publications,
P.O. Box 10888, Palo Alto. CA 94303.)

BEST COPY AVAILABLE

157




Aruitoxt provided by Eic:

ERIC

L ___________________________ . e

Rubin. M. (1990). Pathfinder Nutruion and the handicapped.
Beltsville. MD: National Agricultural Library. U.S. Depart-
ment of Agriculture. (Available from the Food and Nutrition
Information Center. National Agricultural Library. 10301 Bal-
timore Boulevard. Beltsville. MD 20705.)

Schmidt. L. (1985). Nutrition for children with special needs. St.
Paul. MN: United Cerebral Palsy of Minnesota. Inc. (Available
from UCP of Minnesota. 1821 University Avenue. Suite 233
South. St. Paul. MN 35104.)

School bus safety: Tie-downs and restraints. (1989. September).
Exceptional Parent. 19(6). 60-63.

Special help: Physical and occupational therapy [special issue].
(1988. November/December). Special Parent/Special Child.
4(6).

Striefel. S.. & Cole. P. (1987). Providing psvchological and related
services to children and adolescents: A comprehensive guide
book. Baltimore. MD: Paul H. Brookes. (Available from Paul
H. Brookes Publishing Company. P.O. Box 10624. Baltimore.
MD 21285-0624. Telephone: 1-800-638-3775.)

Tracy. P.B. (1983). Supportive staff and related personnel evalua-
tion. Bloomington. IN: Council of Administrators of Special
Education (CASE) Research Committee. (Available from
CASF Research Committee. School of Education. Room 241.
Indiana University. Bloomington. IN 47405. Telephone: (812)
855-5362.)

Very Special Arts. (n.d.). The role of the arts in the education of
individuals with special needs. An annotated bibliography,
1976-1986. Washington. DC: Author. [Availabie from Very
Special Arts. Education Office. John F. Kennedy Center for the
Performing Arts. Washington. DC 20566. Telephone: (202)
662-8899 (voice) and (202) 662-8898 (TDD).]

Warger. C.L.. & Cuskaden. E.C. (1990). The arts work: Emplov-
ment training through the arts Washington. DC: Very Special
Arts. (Available from Very Special Arts, Education Office. the
John F. Kennedy Center for the Performing Arts, Washington.
DC 20566.)

Willoughby. D.M.. & Dufty. S.L.M. (1989). Handbook for itinerant
and resource teachers of blind and visuallv impaired students.
Baltimore. MD: National Federation of the Blind. (Available
from the National Federation of the Blind. 1800 Johnson Street.
Baltimore. MD 21230.)

York. J.. Giangreco. M.F.. Vandercook. T.. & Macdonald. C.(1992).
Integrating support personnel in the inclusive classroom. In S.
Stainback & W. Stainback (Eds.). Curriculum considerations
in inclusive classrooms: Facilitating learning for all students
(pp. 101-116). Baltimore: Paul H. Brookes. (Available from
Paul H. Brookes Publishing Company. P.O Box 10624. Balti-
more. MD 21285-0624. Telephone: 1-800-638-3775.)

York. J.. Rainforth, B.. & Giangreco. M.F.(1990). Transdisciplinary
teamwork and integrated therapy: Clarifying the misconcep-
tions. Pediatric Physical Therapy, 2(2). 73-79.

Magazines

Family support bulletin. Published quarterly by United Cerebral
Palsy Associations. Inc.. 1522 K Street N.W.. Suite 1112,
Washington. DC 20005. Telephone: 1-800-USA-SUCP. or
(202) 842-1266.

Rehabilitation Technology Review. Available from the Association
for the Advancement of Rehgbilitation Technology (RESNA).
1700 N. Moore Street, Arlington. VA 22209. Telephone: (703)
542-6686.

The Special Educator. Published by LRP Publications. 747 Dresher
Road. P.O. Box 980. Horsham. PA 19044-0980. (Annual
subscription: $215.00 prepaid.)

Transporting students with disabilities. Published every two weeks
by Federal News Services. Inc. P.O. Box 13460. Silver Spring.
MD 20911-0460. Telephone: (301) 608-9322. (Annual sub-
scription: $137.00.)

In addition. many of the organizations listed below publish journals
or newsletters. Information about these publications is available by
contacting the organizations directly.

ORGANIZATIONS

CLEARINGHOUSES AND INFORMATION CENTERS

Clearinghouse on Disability Information - Officc of Special
Education and Rehabilitative Services (OSERS). Room 3132,
Switzer Building. 330 C Street S.W.. Washington, DC 20202-
2524. Telephone. (202) 205-8241.

ERIC Clearinghouse on Counseling and Personnel Services -
University of North Carolina at Greensboro, 101 Park Building.
School of Education. Greensboro. NC 274 12-5001. Telephone:
1-800-414-9769.

ERIC Clearinghouse on Disabilities and Gifted Education - The
Council for Exceptional Children. 1920 Association Drive.
Reston. VA 22091. Telephone: 1-800-328-0272.

National Clearinghouse for Professions in Special Education -
Council for Exceptional Children. 1920 Association Drive,
Reston. VA 22091, Telephone: (703) 264-9474.

158




_“

National Information Center on Deafness - Gallaudet University.,
800 Florida Avenue. N.E.. Washington, DC 20002-3695.
Telephone: (202) 651-5051 (Voice); (202) 651-5052 (TDD).

National Resource Center for Paraprofessionals in Education
and Related Human Services - 33 West 42nd Street. Room
620N. New York. NY 10036. Telephone: (212) 642-2948.

OTHER NATIONAL INFORMATION RESQURCES

ABLENET - 1081 10th Avenue S.E.. Minneapolis, MN 55414,
Telephone: (612) 279-0956.

Alliance for Technology Access - 1 128 Solano Avenue, Albany, CA
94706. Telephone: [-800-992-8111.

American Alliance for Health, Physical Education, Recreation
and Dance - 1900 Association Drive, Reston, VA 22091.
Telephone: (703) 476-3481.

American Art Therapy Association, Inc. - 1202 Allanson Road.
Mundelein. IL 60060. Telephone: (708) 949-6064.

American Counseling Association - 5999 Stevenson Avenue,
Alexandria. VA 22304. Telephone: (703) 823-9800.

American Dance Therapy Association (ADTA) - Suite 108, 2000
Century Plaza. Columbia. MD 21044. Telephone: (410) 997-
4040.

American Dietetic Association - Division of Practice. 216 West
Jackson Boulevard, Suite 800, Chicago. IL 60606-6995. Tele-
phone: (312) 899-4814.

American Foundation for Technology Assistance, Inc. - Route

14, Box 230. Morganton. NC 28655. Telephone: (704) 438-
2697.

American Occupational Therapy Association, Inc. - 1383 Piccard
Drive, P.O. Box 1725, Rockville. MD 20850-4375. Telephone:
(301) 948-9626.

American Physical Therapy Association - 1111 North Fairfax
Street. Alexandria. VA 22314, Telephone: 1-800-999-2782.

American Psychological Association - 750 First Street N.E.,
Washington. DC 20002-4242. Telephone: (202) 336-5500.

American School Counselor Association - 5999 Stevenson Avenue,
Alexandria, Va 22304. Telephone: (703) 823-9800.

American Speech-Language-Hearing Association - {0801
Rockville Pike, Rockville, MD 20852. Telephone: (301) 897-
5700 (voice/TTY).

Council of Administrators of Special Education (CASE) - 615
16th Street N.W., Albuquerque. NM 87104. Telephone: (505)
243-7622.

Helen Keller National Center, - Technical Assistance Center
(TAC) -111 Middle Neck Road. Sands Point. NY 11050-1299.
Telephone: (516) 944-8900.

National Association for Music Therapy, Inc. - 8455 Colesville
Road, Suite 930, Silver Spring, MD 20910. Telephone: (301)
589-3300.

National Association of School Nurses - Lamplighter Lane, P.O.
Box 1300. Scarborough. Maine 04070-1300. Telephone: (207)
883-2117.

National Association of School Psvchologists - 8455 Colesville
Road, Silver Spring. MD 20910. Telephone: (301) 608-0500.

National Association of Social Workers, Inc. - 750 First Street
N.E., Suite 700, Washington, DC 20002. Telephone: 1-800-
638-8799.

National Institute of Art and Disabilities (NIAD) - 551 23rd
Street. Richmond, CA 94804. Telephone: (415) 620-0290.

National Therapeutic Recreation Society - 2775 S. Quincy Street.
Arlington, VA 22206. Telephone: (703) 820-4940.

RESNA (The Association for the Advancement of Rehabilitation
Technology) - RESNA Technical Assistance Project. 1700 N.
Moore Street. Suite 1540, Arlington. VA 22209. Telephone:
(703) 542-6686.

Trace Research and Development Center - S-151 Waisman
Center, 1500 Highland Avenue, Madison. W] 53705. Tele-
phone: (608) 262-6966 (Voice); (608) 263-5408 (TDD).

Very Special Arts - Education Office, the John F. Kennedy Center
for the Performing Arts, Washington, DC 20566. Telephone:
(202) 662-8899.

BEST COPY AVAILABLE

1561

159




NEWS DIGEST is published three times a year. Individual subscriptions in the United States are free. In-addition.
NICHCY disseminates other materials and can respond to individual requests. Single copies of NICHCY materials
and information services are provided free of charge. For further information and assistance. or to receive a NICHCY
Publications List. contact NICHCY. P.O. Box 1492, Washington. DC 20013, or call 1-800-695-0285 (Tol!-free,
Voice/TT) or (202) 884-8200 (Local. Voice/TT).

NICHCY thanks our Project Officer. Dr. Sara Conlon. at the Office of Special Education Programs, U.S. Department
of Education. for her time in reading and reviewing this document. We would also like to thank Alice Wender.
Technical Assistance Branch. the Office of Civil Rights. for providing her expertise in reviewing this manuscript. The
assistance of Marv von Euler ai the Office of Civil Rights was also timely and valuable. We also thank the many
professional organizationsthat shared information and guidance about the services they provide to school-aged children
with disabilities. Finally. we thank the American Occupational Therapy Association, Inc. for permission to reprint the
photographs used in this issue.

PROJECT STAFF R
POJECE DHFECIOT vv.vvovveivrieieseresseesesssseseaessesseessessseesseesseesessses s sssessessses s sssassensssens Carol H. Valdivieso, Ph.D. §i
DIEPULY DITECIOT ...vvevtiveeeeie it eies e et es et ceescee s see et s e et seet e sttt benn et setcrnentansesesennes Suzanne Ripley E38
Information Resources Manager ..o Richard Horne [
EILOT ...vucveie et es st s st s as R et [ Lisa Kitpper M
Principle AUHOLS ... Judy Smith-Davis, Fairfax Station, Virginia
WilliamR. Littlejohn, Indiana State University ¥
CONrIbULING AUNOT .....oviiviiie it cees s st s Lisa Kilpper &
Graphics Design/LayOul ..ottt s s Joseph Buechling pes

This document was developed by Interstate Research Associates, Inc., pursuant to Cooperative Agrecement #H030A00002
with the Office of Special Education Programs of the United States Department of Education. The contents of this document
do not necessarily reflect the views or policies of the Department of Education. nor does mention of trade names, commercial
products. or organizations imply endorsement by the U.S. Government.

This information is in the public domain unless otherwise indicated. Readers are enccuraged to copy and share it. but
please credit the National information Center for Children and Youth with Disabilities. Your comments and suggestions for
NEWS DIGEST arec welcomed. Please share your ideas and feedback by writing the Editor.

IMPORTANT: If this newsletter is no longer being read at this address or if more than one copy is being delivered. please write us
or call 1-800-695-0285. Give label number, name, and address to cancel unwanted copies. Please do not return unwanted newsletters-
share thern with others.

Interstate Research Associates : Nonprofit Org.

i U.S. Postage
PAID
McLean. VA
Permit No. 718

P.O. Box 1492

Washington, DC 20013 Address Correction Requested
x 160
oo . o
ERIC ThC

Aruitoxt provided by Eic:




Health Care Plan. (1992). In Utah State Office of Education. Guidelines for

serving students with Traumatic Brain Injuries. Salt Lake City: Utah
Department of Education.
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STUDENTS WITH SPECIAL HEALTH CARE NEEDS
HEALTH CARE PLAN

(Please attach forms if room is insufficient)
Student Identification

Student Name Date of Birth

Background Information
Nursing Assessment (complete all necessary sections)

Brief Medical History / Specific Health Care [ (check box if additional information is attached)

Psychosocial Concerns (] (check box if additional information is attached)

Student and Family Swengths [ (check box if additional information is anached)

Academic / Achievement Profile [ (check box if additional information is antached)

Goals and Actions

Skills checklist [} Antach physician’s order and other standards for care.
Procedures and Interventions (student specific)

Procedure Administered by Equipment Mairdgined by Auth ! trgined by
1)
2)
3

L A A A AN Y B A I B N RNy R Y B N RS - R R R R R IR R R I A I IR IR

Medications {J) Atach medication guideline ond administration log.

L}

Diet () (check box if additional information is antached;

IVYORY—1992 163
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Goals and Actions (continued)
Transportation Q {check box if additional information is attached)

Classroom School Modifications (including adapted PE) () (check box if additional information is attached)

Equipment and Supplies: U Provided by Parent (] Provided by School District d (not necessary)

List Equipment:
Training, Education (staff, CPR, skills checklist), (peers, students)

Student Participation in Procedures (student skills checklist) D (check box if additional information is attached)

Safety Measures (] (check box if additional information is attached)

Contingencies

Emergency Plan (] Auached Transportation Plan (] Awached Training Plan (] Avached
Substitute / Backup Staff (when primary staff not available) -
Possible Problems to be Expected

Authorizations
1 have participated in the development of tle Health Care Plan and agree with the contents.

Date Date
Parent(s) _J_J | Teacher Y A
School Liaison _J /] | Teacher —t ]
School Nurse _/_J | Other ot S
LEA Representative ed ) _ | Other Y A A
Physician: order for medicationispecialized procedure (if pertinent) S/
Administrative Comments
Effective BeginningDate Date Health Care Checklist Completed
IEP if Appropriate Date
Next Review Date
IYORY—1992
1
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Modifying the elementary classroom. (1991). In Oregon Department of
Education and Portland Public Schools. Traumatic Brain Injury: An
educator’s manual (p. 29). Salem: Oregon Department of Education.
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Modifying the secondary classroom. (1991). In Oregon Department of
Education and Portland Public Schools. Traumatic Brain Injury: An
educator’s manual (p. 30). Salem: Oregon Department of Education.
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Serving the student with TBL. (1991). In Oregon Department of Education and
Portland Public Schools. Traumatic Brain Injury: An educator’s
manual (pp. 11 - 19). Salem: Oregon Department of Education.
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Observable Behaviors and Strategies

w

A. Ori n
Observable Behavior:

Confused with time (day, date), place (classroom, bathroom), and personal information
(birth date, address, phone, schedule)

Seems “in a fog™ or confused
Sures blankly

Appears cleepy or to fatigue easily
Fails 1o finish things started

Can't concentrate or pay altention

Daydreams or gets lost in thoughts
Inattentive, easily distracted

Strategies:
Provide an uncluttered, quiet environment.
Provide printed or pictorial chans, schedules, or classroom maps that describe routines
and rules of expecied behaviors. Review these before each session and as needed
throughout the day. These may be kept in 2 notebook that travels with the student.
Mainuain consistent staff, room arrangement, and materials.
Label significant objects and areas; provide name tags for staff.
Redirect undesirable behavior by focusing student's attention on tasks that are suffi-
dently interesting to break the pattern of disruptive or perseverative responses. (Note:
Do not use this technique if the student’s behavior is attention seeking. Consuliation

with a behavior psychologist may be indicated))

Teach student 1o look for permanent landmarks and name the landmarks when they
come to them.
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Have student verbalize how 10 go 10 a specific place before starting or while moving.

Use a buddy system.

Remove unnecessary distractions, such as pencils and books. Limit background noise
first and gradually increase it to more normal levels.

Provide visual cues to attend (e.g., have a sign on student’s desk with the work or
pictured symbol for behaviors, such as LOOK or LISTEN. Point to the sign when stu-
dent is off task).

Limit the amount of information on a page.

Adjust assignments to the length of students’ attention span so that they can complete
122hs successfully.

Focus student's attention on specific information: “I'm going to read a story and ask
WHO is in the story.”

Demonstrate a new task, repeat instructions and ask the student to repeat instructions.
If this is unsuccessful, vary the activities so that less similar activities follow each other.

Distractibili® resulting from the noise and confusion of large numbers of students
changing classes may not allow the student to find the class until the halls are clear.
Ailow the student to leave a few minutes early from each class to beat the rush.
Redirect the student’s attention as soon as his/her attention drifts away from the assign-
ment. Gradually lengthen time of on-task behavior by strengthening the intervals of
time that 2 student could receive reinforcement (either social praise or tangibles).

Use clearly defined objectives that are meaningful for the student.

Use short and concise instructions and assignments.

Reward on-task behavior; avoid punishing behavior that results from extreme distract-
ibility.

Use novel, unusual, relevant, or stimulating activities.

Provide well-placed rest periods or breaks to minimize the effecis of mental fatigue or
stamina problems.

Closely monitor time of day, medications and fatigue factors; confer with physicians to

determine the feasibility of adjusting medication times so as not to conflict with instruc-
tional time.




Be alen for attentional drifis and redirect the student 10 task when necessary.

Explore a variety of cuing systems, €.8., verbal cues, gestural cues or signs at the study
site that remind the student 1o stay on task.

Use verbal medication strategies, such as inserting questions within a lesson, directing
attention 10 the t2sk and topic.

Use tasks specifically designed to help the student focus his her attention; e.g., simple
maze learning tasks or leter, number cancellation tasks, emphasizing speed, accuracy,
and the self-instructions that might promote heightened attenticn to task; help the
studen: to transfer this improved, self-directed attending skill into the classroom envi-
ronment.
B. starting, Changing, and Maintaining Activitie
Observable Behavior:

Confused or requires prompts about where, how, or when to begin assignment

Doesn't know how 10 initiate or maintain (walks away, etc.) conversation

Confused or agitated when moving from one activity, place, or group to another
Stops midtask (math problem, worksheets, story, or conversation)
Unable 1o stop (perseverates on) inappropriate strategies, topics, or behaviors
Gives up quickly on challenging tasks

Strategies:

Begin the day by reviewing the schedule and highlighting any changes in the activities.

Help prepare the student for transitions throughout the day by reminding him or her of
the next activity several minutes in advance.

“wralk through” transitiuns with the students: return the reading text to the desk, take
out the math book, and move to the appropriate area for the math lesson.

Encourage the student to refer 10 printed or pictorial schedules with changes of activi-
ties, materials, or lesson locations.

Teach the student to model peer behavior to know what to do next.
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C.

Explain the purpose of the lesson; relate following directions to functional, everyday situa-
tions, such as assembling 2 model car or reading a recipe. ‘

Review printed or pictorial description of how to do a task 1o relieve tensions that. result
from the student's not knowing what is expected.

Talk though several examples 10 help individuals get started.

Review pictorial or printed rules of behavior before each lesson: “Look, listen, raise your
hand.”

Praise students once they have begun a task and remind them that they are capable of
completing the activity.

Role-play or tell students what to say when they are initiating social contacts with peers.

Emphasize closure of activities by giving students jobs such as collecting papers, cleaning
up materials, or writing in their log books.

Encourage students 1o observe the behavior of others as tasks end.

List steps to the task and check them off when completed; emphasize where they are in
relation 1o the final step.

List end-of-session behaviors: “Put papers in blue box, retum to desk.”

Taking in and Retaining Information

Observable Behavior:

Forgets things that happened, even the same day
Problems leaming new concepts, facts, or information
Can't remember simple instructions or rules

Forgets classroora materials, assignments, and deadlines

Forg:is information learned from day to day (does well on quizzes, but fails tests covering
ser eral weeks of leaming)
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Strategies:

Provide time at the end of a session for students to tell personal stories or jokes.

Include pictures ¢r visual cues with oral information, since this multisensory input strength-
ens the information and provides various ways to recall it :

Trv to make the material to be leamed significant and relevant 10 the student.

Give meaning to rote data to enhance comprehension and leaming.

Regularly summarize information as it is being taught.

Have the student overlearn material.

Couple the new information with previously learned information.

Teach the student to use one or more of the following techm’qu&s': visual imagery,
“chunking” techniques (organizing information into easily retrieved segments), association

techniques, mnemonic devices, such as acronyms, repetition and rehearsal techniques.

Use verbal rehearsal. Afier the visual or auditory information is presented, have the student
“praciice” it (repeat i) and listen to themselves as they act on it.

Limit the amount of information presented so that student can retain and retrieve it.
Provide a matrix for the student 1o refer 10 if he or she has difficulty recalling information.
Have the student take notes or record information on tape.

Underline key words in a passage for emphasis.

Provide a log book to record assignments or daily events.

Provide a printed or pictured schedule of daily activities, locations, and materials needed.
Role-play or pantomime stcries 10 be remembered, such as who, what, when.

Have student gesture or role-play. He or she may be able to act out a situztion that has
occurred but not have adequate verbal language to describe it.

Provide visual or auditory cues: “Is it — or -—2" or give the beginning sound of a word.




Include written multiple choice cues or pictures in worksheets.

Teach students to compensate for work-finding problerris by describing the function, size,
or other attributes of times to be recalied.

NOTE: Many of the strategies listed under memory and attending can be used also to

improve language comprehension.

D. Language Comprehension and Expression

Observable Behavior:
Confused with idioms (“climbing the walls™) or slang
Unable to recall word meaning or altered meaning thomonym or homographs)
Unable to comprehend or breakdown instructions and requests
Difficulty understanding “Wh" questions: who, what, where, when, and why
Difficulty understanding complex or lengthy discussion

Processes information at a slow pace

Difficulty finding specific words (may describe but not label)

Difficulty with clear articulation (siurs words)

Difficulty fluently expressing ideas (speech disjointed, stops midsentence)
Strategies:

Limit amount of information presented - perhaps one or two sentences.

Use more concrete language.

Teach the student 1o ask for clarification or repetitions or for information to be given at a
slower rate.

Use pictures or written words to cue students: use a picture of a chair and the written word
sit if you want the students to exhibit that behavior.

Pair manual signs, gestures, or pictures with verbal information.




E.

Act out directions: if the student is to collect papers and put them in a designated spot,
demonstrate how this should be done.

Use cognitive mapping (Gold, 1984): diagram ideas in order of importance or sequence 10
clarify content graphically. This also helps students to see part-whole relationships.

Many of the strategies listed under memory and atiending can also be used to improve
language comprehension.

Limit the amount of information presented; give the student instructions or other verbal
information in appropriately small units.

Present verbal information at a relatively slow pace, with appropriate pauses for processing
ime and with repetition if necessary.

Limit the amount of extraneous or background noise when listening and understanding is
critical.

State information in concrete terms; use pictures or visual symbols if necessary.
Have the student sit close 10 the teacher, with an unobstructed view.

Teach the student 1o ask questions about the instructions or materials presented, to ensure
comprehension.

Teach the student to request slower or repeated presentations if the matenal is presented
too rapidly.

Visual-Perceptual Processing

Observable Behavior:

Cannot track when reading. skips problems, or neglects a portion of a page of written
material

Orients body or materials in unusual positions when reading or writing
Gets lost in halls and cannot follow maps or graphs

Shows left-right confusion
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Strategies:
Describe the visual instructional material in concrete terms.
Provide longer viewing times or repeat viewings when using visual instructional materials.
Facilitate a systematic approach 1o reading by covering parts of the page.

Place arrow's or cue words, left 1o right, on the page to orient the student 10 space; teach
the student to use the cues systematically to scan left to right.

Provide large print books or use books on tape.
Move the student closer to visual materials or have the materials enlarged.
Place materials within the student’s best visual field; consult with an ophthalmologist or
occupational therapist about possible visual-perceptual problems.
F. Visual-Motor Skills
Observable Behavior:
Difficulty copying information from the board
Difficulty with note taking
Difficulty with letter formation or spacing
Slow, inefficient motor output
Poor motor dexterity (cutting, drawing)

Strateg'es:

Use large paper.
Use raised line paper.

Use paper with black lines on white, rather than dittoed or newsprint paper.

Provide visual clues for beginning and end of lines. Place a green dot in the left margin
and a red dot in the right margin.




If not able to do handwriting worksheets with peers, the disabled child can practice letter
or shape formation using malerials appropriate for their muscle endurance. For example,
writing with fingers can be done with finger paint, crazy foam, shaving cream, of sand
trays. More resisiance is offered by writing with a pendil in a clay tray.

Cursive handwriting may be inappropriate for students with limited endurance and stability
(cursive requires a sustained, fluid motion, while manuscript allows for frequent breaks and
repositioning). Such children should be taught to read cursive but be allowed to continue
to wrile 1N Manuscrnpt.

Sometimes all that is needed is to provide the student with extra time to compleie writien
tests and assignments.

Be certain that the activity you have assigned must be in writien form before denying the
child the opportuniy to participate in other class activities or assigning completion for
homework.

Aliler length of writien responses. Permit students 10 write shorter compositions than
classmates.

Let student underline answers on worksheets rather than copying them onto a blank space.
Let student answer questions in one or two words rather than a complete sentence.

Because positioning may be influenced by head movements, far-point copying may not be
appropriate for some students. Provide a near-point model at the student’s desk.

A vertical paper holder may be useful to hold the model in front of the student.

Some students are not able to copy the same amount as peers. If copying can be limited,
do so. If not, allow the student to copy what he/she can and have another student copy an
extra set of notes for him with carbon paper.

Older students ofien are responsible for note taking as a means of extending textbook
information. This may present more difficulty to the student with a disability than mere
copying. As mentioned earlier, a near-point model can be supplied, ofien a xerox copy of
the teacher’s notes.

When handwriting modifications s Cii as those listed above have not been successful,
alternative means of written communication may need 10 be considered. Among these are

typewriters, computers, and calculators. Familiasity with these keyboards should be en-
couraged at an early age. Commercial typing programs are available for this purpose.

BEST COPY AVAILABLE
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G.

Depending on the severity of the disabling condition, adaptive equipment may be needed
1o facilitate use of the keyboard. Such equipment may include keyguards, which fit over
the keyboard and prevent the student from striking more than one key at a time; dowels,
which the child grasps to use instead of fingers to hit keys; and head sticks, which are
pointing sticks strapped to the head for students who are unable to use their hands.

Electric typewriters offer features that provide students with the most independence of
operation and require less adaptation, such as automatic paper feeding, automatic line
return, and self-correcung fearures. Easy access off and on switches also are imporant.

Non-portable typewriters are preferable due to their weight, which prevents movement on
the desk. :

Computers with printers are available in all schools and can be utilized by students with
disabilities for written assignments, as well as communication. If a student cannot use the

traditional computer keyboard with typewriter adaptations, expanded keyboards and visual
scanners are available. '

Remember that while these alternatives to writing will improve legibility and accuracy, they
will not necessarily increase speed. It may still be necessary to provide the student with
more time 10 complete written assignments.

Allow student to write or highlight in textbooks.

Provide student with extra set of textbooks to keep at home rather than having to carry

books back and forth 1o school.

Sequential Processing

Observable Behavior:

Difficulty with sequential steps of task (getting out materials, tuming to page, starting and
assignment)

Confuses the sequence of events or other time-related concepts

Strategies:

Limit the number of steps in a task.
Present pan of a2 sequence and have students finish it.
Show or discuss one step of the sequence (lesson) at a time.

Give general cues with each step: “What should you do first? What should you do sec-
ond?”




Have students repeat multistep directions and listen to themselves before attempting a task.
Provide pictures or a written sequence of steps to remember: Tape a cue card to the desk
with words or pictures of materials needed for a lesson, then expand original written.
directions. For example, if the direction was “Underline the words in each sentence in
which ou or ow stands for the vowel sound; change this to (1) “read the sentence;” (2)
“underline ou and ow words;” (3) “read the underlined words;" (4) “find the two words that
have the same vowel sounds;” (5) “write these two words on the lines below the sentence.”

Tell students how many steps are in a task: “I'm going to tell you three things to do.”
(Hold up three fingers)

Act out 2 sequence of events to clarify information.
Provide sample jtems describing how to proceed through parts of a workshop.

Number the steps in written directions and have the students cross off each step as it is
completed.

Teach students to refer to directions if they are unsure of the task.

H. Problem-Solving, Reasoning, and Generalization

Observable Behavior:
Fails to consider alternatives when first attempt fails
Does not use compensatdry strategies (outlining or underlining)
Problems understanding abstract concepts (color, emotions, math, and science)
Confusion with cause-effect relationships
Unable to categorize (size, species)
Problems making inferences or drawing
Can state facts, but cannot integrate or synthesize information

Difficulty applying what they know in different or new situations
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Strategies:

Teach the structure or format of a task (e.g., how to complete a workshee: or mathematics
problem.

Maintain a known format and change the content of a task to help students see a relation-
ship: Two pictures are presented and students must say if they are in the same category, or

have the same initial sound; a worksheet format requires filling in blanks with words or
numbers.

Change the format of the task: Have students solve mathematics facts of a worksheet a;
well as on flash cards.

Have completed sample worksheets in a2 notebook serve as models indicating how to
proceed.

Demonstrate how skills can be used throughout the day: Discuss how students rely on the
clock or a schedule to get up in the moming, begin school, or catch a bus.

Role-play in situations that simulate those which students may encounter, emphasizing the
generalization of specific skills taught: completing school assignments and going to the
store may involve the same strategies (making a list or asking for help).

Develop a problem-solving guide to help students through the stages of problem solving
(e.g., identify the problem; acquire relevant information for solving the problem; generate
several possible solutions; list pros and cons for each solution; identify the best solution;
create 2 plan of action; evaluate the effectiveness of the plan).

Raise (juestions about alternatives and consequences.

Allow the student to bring up relevant real-life problems that are appropriate for group
discussion; promote brain-storming about altemative solutions and their usefulness.

Introduce roadblocks and complications to enhance “detouring” skills and to encourage
flexibility.

Provide ongoing, non-judgmental feedback.
Provide concrete dialogue.
Be cerain expectations are clear and understood.

Ask the student to explain his/her understanding of what he/she has just heard or under-
stands regarding a situation.

Rephrase oral communication if student does not understand.




N N

I Organization and glanning Skills
Observable Behavior:
Difficulty breaking down complex tasks (iterm papers, projects)
Problems organizing materials |
Problems distinguishing bemween important and unimportant information
Difficulty making plans and setting goals
Difficulty following through with and monitoring plans
Sets unrealistic goals
Strategies:

Attempt 1o limit impulsive responses by encouraging the students to take “thinking time"
before they answer.

Have students organize information by using categories, such as who, what, when, where.
This strategy can be used in an expanded form to write a story.

Teach students a sequence of steps 1o aid in verbal organizaiion: have the students use cue
cards with written pictured steps when formulating an answer.

Focus on one type of information at a time.

Decrease rambling by having students express a thought “in one sentence.”

Limit the number of steps in a task.

Provide part of a sequence and have the student finish it.

Give cues, such as “Good, now what would you do?”

Structure thinking processes graphically, e.g., with time lines, outlines, flow chans, graphs.
Use categories 10 focus on one tOpic at a time.

Identify the main idea and supporting details; categorize the details (e.g., using who, what,

when, where, and why questions); teach the student to do the same when reading or
listening to lecture material.

.
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J. Impulse or Self Control
Observable Behavior:
Blurts out in class
Makes unrelated statements or responses
Acts without thinking (leaves class, throw's things, sets off alarms)
Displays dangerous behavior (runs into street, plays with fire, drives unsafely)
Disturbs other pupils
Makes inappropriate or offensive remarks
Show's compulsive habits (nailbiting, tapping)
Hyperactive, out-of-seat behavior
Strategies:
Place unnecessary materials out of sight or out of reach.
Discuss rules and their importance at the beginning of the lesson.
Explain how student’ impulsive acts (e.g., calling out) disturb others.

Role-play appropriate responses (e.g., raising hand). Place a sign on the student’s desk
with a picture of a hand and point to this when the student interrupts.

Employ “stop-action” technigi:e: Immediately stop individuals from disrupting an activity,
encourage them to verbalize an alternative behavior, and have them follow through appro-
priately.

Provide time at the end of a session for students to tell personal stories or jokes.

Assure the student that he or she has sufficient time to complete tasks and need not “hurry
through™ them. If needed, break a large task down into smaller tasks.

Recognize that the student will have difficulty “taking turns and sharing.” Try to alleviate
those situations when possible. If that is not possible, attempt to reduce the stress with a
remark such as, “We have plenty of time before we have to get stanted, so take your ime
sharpening your pencils.”

w
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K.

Social Adjustment and Awareness

Observable Behavior:

Acts immature for age
Too dependent on adults
Too bossy or submussive with peers

Peculiar manners and mannerisms (stands too close, interrupts. unusuall Joud, poor
hygiene).

Fails to understand social humor

Fails to correctly interpret nonverbal codial cues

Difﬂm]l.y undersiancing the feelings and perspectve of others
Doesn't understand strengths, weaknesses, and self presentation

Doesn't know when help is required or how 1o get assistance

Denies any problems or changes resulting from injury

Strategies:

Make students aware of what they can and cannot do: Expand tasks that are done success-
fully by 2dding one step that will be “harder.”

Make asking for help a student goal and reinforce this heavily.
Attach cue cards 1o desk: “Raise your hand for help.”

Decrease dayvdreaming that results from an inzbility 1o proceed by asking direct questions
or by providing cue cards: “Are you stuck?” *“Is that Ciear?”

Model desired behavior; role-play situations.
Review directions or sample items.
Provide a written sequence to follow and thus circumvent memory problems and anxiety.

Assure them that they can complete the task.
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Select only a portion of the task or shorn assignments to be completed independently.
Point 10 a sign “Return to work” when students stop working.
Use a timer intermittently, and reward students who are working when it rings.

Provide additional time for students who work slowly to complete tasks.

L. Emotional Adiustment

Observable Behavior:

Easily frustrated by tasks or if demands not immediately met

Becomes argumentative, aggressive, or destructive with litde prox:ocatibn

Cries or laughs 100 easily

Feels worthless or inferior

Withdrawn, doesn't get involved with others

Becomes angry or defensive when confronted with changes resulting from injury
Apathetic and disinterested in friends or activities

Makes constant inappropriate sexual comments and gestures

Unhappy or depressed affect

Nervous, self-conscious, or anxious behavior

Strategies:

Emphasize what the individuals can do and point out progress that they have made: Com-
pare recent past and present work.

Chart achievement of goals to build self-confidence.

Limit perseverative behavior by using verbal directions (“Erase only once”) or by focusing
attention on less threatening or more socially appropriate tasks.
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M. Sensorimotor Skills

Observable Behavior:
1dentified problems with smell, taste, touch, hearing, or vision
Problems with visual acuity, blurring, or tracking

Problems with tactile sensitivity (e.g., can’t type or play an instrument without watching
hands)

Identified problems with oromotor (e.g., swallowing), fine motor, or gross motor skills
Poor sense of body in space (loses balance, negotiating obstacles)
Motor paralysis or weakness of one or both sides

Motor rigidity (limited range of motion), spasticity (contractions), and ataxia (erratic move-
ments)

Difficulty with skilled motor activities (dressing, eating)

Strategies:

Building site should include ramps or level spaces to allow the student in a wheelchair easy
access o entering/exiting the building. A rire/emergency exit plan should be established
with necessary modifications.

Ramps should have a slope of one foot length per inch of rise. A level space of at least
three feet must be available for resting at teach 30 foot interval of ramp.

Walkways should allow safe mobility in a wheelchair from bus to building.

Students should open doors independently if possible. A physical therapist can provide
consultation or teach the child this skill if possible.

Restrooms should be accessible - this may require the use of toilet rails, wider sualls, raised
toilet seats, and more space for maneuverability.

A student in a wheelchair should be able to reach the paper towel dispenser, trash can,
soap dispenser, and sink. Pipes under the sink should be insulated if a student in a wheel-
chair is using the sink.

A water fountain or sink with cup should be accessible in the area of the student’s class.




A public telephone should be accessible if it is available for other students.

Lockers should be accessible to students in wheelchairs. Height of the locker depends on
the student’s size, balance, and flexibility. It is helpful to have a locker so they are as much
as possible in the same are of the building. Locks with keys may be better than cambina-
tion locks for some students.

Consult the building principal and physical therapist if assistance is needed to make modifi-
cauons.

A Lift bus should be used for students in wheelchairs or those who cannot climb steps and
who sit in a chair on the lift only.

Seat belss, car seats, harnesses should be provided on a special education bus.

Bus driver may discharge/pick up student at a location which provides maximum indepen- -

dence for the student. A curb or stationary step may be used to assist students who have
difficulty climbing steps.

Independence getting off.'on the bus along with safety should be stressed.

If the student needs a seat belt or harness and can otherwise ride a regular bus, the trans-
ponation department can equip the bus to be used with a seat belt or harness.

If the student needs a lift bus, encourage the other students to ride with him. If all the
students cannot fit on the lift bus but could fit in a regular bus, the special education de-
parument can be contacted by the Director of Elementary or Secondary Education and

asked to cover the cost of the lift bus. Other students should ride the bus with the student
with a disability.

The student may need an adult as an aide on the field trip. This may be the parent, a
volunteer, or an aide from the school. The special education department may be contacted
if these individuals are not available.

The site being visited on a field trip should be studied prior to the trip to determine any
possible problems (e.g., accessibility of bathrooms, walking terrain, distance).

If a student will be unable 10 walk the entire distance included on a trip and he/she does
not have a wheelchair or other mode of mobility, the physical therapist can assist in secur-
ing a wheelchair for the day.

Classroom should be set up £0 the student can easily move to his/her desk, teacher's desk,
and work stations.

Secondary classes should be scheduled with as little distance between classes as possible.
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The student may need to leave class early to get to his/her next class and avoid crowed
halls.

A basket may be added 1o the side of a student’s wheelchair or 1o his, her walker to carry

his/her books. A back pack is helpful for some ambulatory students or a buddy may need
to carry his/her books.

A student who may need to take his/her computer or typewriter from class to class may be
able to do so independently if it is on a rolling wble.

Use a uble of the correct height, where forearms comfortably rest flat on the table when
sitting erect.

Use only the necessary amount of side and back support.

Use a belt around the pelvis which doesn impair breathing‘, if 2 belt is necessary.
Support the childs feet so that the hips and knees are at 90 degree angles.
Prevent incorrect positioning, such as knees crossed.

The trunk and head should be as straight as possible.

If a child has an unusual pencil grasp, do not immediately try to change his/her grp. This
grip may be a reflection of unstable positioning. Children will ofien use 2 tight pencil grip
as a2 means of gaining postural stability.

Pencil Grips may be useful with some stadents to provide pencil stability. Commercial

8rips can be purchased. They can also be made from clay, plaster of pans, masking tape,
or rubber bands,

The writing utensil affects the quality of written work equally as much as the skill in execut-
ing the various handwriting strokes. When selecting a writing instrument, keep in keep
that a pencil or crayon requires the most physical strength because they provide the most
resistance. If you see that a student is having difficulty using these instruments, try having
him write a flair or ball-point pen, which provides less resistance.

Tape or secure paper to desk.




Compensatory Strategies. (1994). New York State Education Department (pp.
40 - 43).Traumatic Brain Injury: A Guidebook for Educators . New
York: Author.
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COMPENSATORY STRATEGIES

Orientation:
The Student

W uses amap or written schedude to show him her where to go.
B describes bow to get to a location before going.

W eaves class carly to acord confusion of ball traffic.

B wses dan alarn watch or timer set for regular intervals.

B uses assigrment hooks.

Attention/Concentration:

i The Student

B ses color cring or underliang to focus attention.
B requests that teachers repeat istructions slowly.
B recognizes and communicates when he she is presented
with too much information at one time.
Visual/Perceptual Process:
The Student
B uses a marker to limit the amount of written information
on a page.
B uses an index card to assist scanning and maintaining
bis/ber place.
Organization:
The Student
B uses a notebook to vrganize schec'ules. maps, bomework, strategies.

B uses graphic organizers such as charts. grapbs. flow charts, timelines,
arrous.

B bighlights and makes notations in long passages.

W uses task organization checklists with sequenced steps.
Memory:
The Student

B wuses notes, lists, schedules.

B uses d tape recorder.

B repeats information over and over silently to place it in menory.
Problem Solving:
The Student

B uses a checklist to identify alternatives, weigh consequences. and select

course of action.

Self-Monitoring:
The Student

B uses “self-talk” (e.g.. Is the task complete? Was I successful? What do |
need for this task?).
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Following are examples of instructional modifications to address cognitive
problems. This list is not exhaustive and not all examples are relevant for all
students.

INSTRUCTIONAL MODIFICATIONS

Orientation:
B Provide cues to belp with transitions “In five minutes, we will be going
to lunch.”
B Cue the student to observe peers.

Attention/Concentration:

B Provide cues to the student to look or listen for certain information.

B 3e short and concise instructions.

W Provide rerbal. visual, or physical redirection.

B Present verbal information at a relatively slow: pace. with appropriate

pauses for processing time and with repetition if necessary.

Visual/Perceptuai Process:

B Providde longer viewing times and repeat viewing.

B Provide arrows or cue words on a page to orient the student.

B (se oolor or underlining to focus attention.
B sevorbal cues.

Organization:

M Condense lengthy directions into steps.
B Provide a list of key words and concepts for lessons being taught.
; B Organize thoughis by teaching from the concrete to the abstract.

Memory:

B Summarize information as it is being t1ught.

B Couple new information with previously learned information.

B Rreinforce information presented with pictures or other visual images.
B Emphasize information to be remembered.

Problem Solving:

B Teach the student steps involved in problem solving.

R Use events that occur in the class to belp him/ber practice
problem solving.

B [’se modeling. rebearsing. and role playing

Initiation:
B Provide cues to the student to begin tasks.
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Instructional
Modifications

Three types of instructional modifications effective for students with Ty
include promoting academic success while addressing cognitive problems, cur-
riculum modifications, and teacher modifications.

Focus 0 Cognitive Problems While Teaching Academic Content

It is important academically. and to the student's self-esteem. that the gpy.
dent continue to progress educationally with his her peers 1o the greuates
extent possible . Teachers should approach instruction in subject areas with
two goals in mind - teaching the content and addressing a student’s cognitive
deficit areas. The integration of these two goals is necessary to ensure that the
student learn how to learn and apply learning strategies to actual school-relat-
ed. real-life situations For example. arithmetic instruction is an ideal opportu-
ity to promaote general improvements in problem idertification and problem
solving. Reading and writing assignments that £0 bevond one or two para-
graphs are an opportunity to focus on general organizational skills or strate-
gies. Instructional interactions often present opportunities to improve the sty-
dent’s executive functions by asking questions related to planning and evaluat-
ing his her performance (e.g.. “Is this easv or difficult for you? Why or why
not? How well do you think you will do? Why? How do vou plan o achieve
that goal? How' are vou doing? Did vou do as well as vou thought you would?
What could you do to improve?”) (Ylvisaker, 1993).

Curricular Modifications

Students with TBI often have profiles of abilities characterized by preserved
islands of skills and gaps in basal areas (Cohen et. al.. 1988). Students may have
intact higher level skills but have difficulty performing lower leve] tasks. For
example, a student may be able to complete division problems bu: not simple
addition problems. Testing for students with TBI should include investigation of
skills below basal and above ceiling levels. Most curriculum is sequenced “zsed
on skill hierarchies, and achievement at a given: skill level implies that a student
has all the antecedent skills intact. For students with TBI, assumptions cannot be
made that antecedent skills are intact or that a student who cannot perform a
specific skill has not retained higher level skills (Cohen et. al.. 1988). Instruction
should be provided to take advantage of presened higher level skills while
practice in lower level skills must be creatively added.

Teaching Modifications

Just as students learn compensatory strategies  to address their cognitive
problems. teachers need to consider modifications in their teaching approach-
€S 10 promote successful learning situations. For example, for students with
organizational problems, teachers may need to consolidate lengthy directions
into steps, provide the student with a list of key words and concepts for
lessons being taught, and help the student to organize his/ker thoughts by
teaching from the concrete to the abstract and use techniques to help the stu-
dent categorize and associate (link) the material with known material.
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Environmental Students with TBI can be assisted in their learning through modifications i1,

Modifications the environmer:. materials, and teaching approaches. The goal for all students
should be to gradually decrease the amount of environmental compensation
needed at a rate to ensure a student's successful functioning.

Types of environmental compensations include:

2 adaptations to the phvsical environment (such as preferential seating
arrangements, removal of visual distractions, optimal focation of class-
rooms. and decreased noise levels).

J attention to routines (such as consistent schedules, formats):
< assignment of personnel to promote consistency: and

< material adaptation (such as use of assistive technology. large print, etc.).

Examples of environmental modifications are listed below. This list is not
exhaustive and not all examples are relevant for-all students.

ENVIRONMENTAL MODIFICATIONS

Orientation:

B Provide for consistent room arrangement, materials, and
routines.

W Assign a peer to assist student in locating classes, following schedules,
elc.

Attention/Concentration:

W Build in rest periods to address fatigue and stamina problems.

W Minimize visual and auditory distractions in the room (use of a study
carrel, limit the number of items on a desk).

W Place the student’s desk near the teacher.

Visual/Perceptual Process:

B (Use large print books, visual guides. books on tape.

W Arrange preferential seating.

W Use adaptive materials such as a lap board to modify the angle of the
student's desk.

Organization:

W Structure a student’s thinking process graphically through timelines,
Sflou' charts, and graphs.

B Protide tuo sets of books - one for home and one for school.

W Set up a notehook for the student to use for all subjects.

Memory:

W Display written rules and assignments.
W Provide a written set of questions before reading the material.
W Tape record lessons.




Waaland, P. (1991). Developing an Educational Program. In Academic
reentry of children and youth following Traumatic Brain Injury (pp. 6 -
7). Special Topic Report #4. Richmond, VA: Rehabilitative Research
& Training Center on Severe Traumatic Brain Injury.
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